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Abstract 
 
Self-critical judgement, low levels of self-compassion, symptoms of stress, 
compassion fatigue, trauma and burnout can all have a negative impact on 
individuals who work in the helping professions. Continued absence of 
strategies that promote self-care, puts individuals in the helping professions at 
risk of experiencing such symptoms, which can impact on performance and 
compassion levels. This highlights the importance of developing, creating and 
testing interventions that promote self-care.  
This portfolio of ten published works and eight supporting publications 
offers a unique contribution to knowledge by adapting and using Compassion 
Focused Therapy and Compassionate Mind Training, with populations who 
work in the helping professions (e.g. Fire Service personnel, student 
midwives, student nurses, student counsellors, student cognitive behavioural 
psychotherapists and healthcare educators). This population may experience 
trauma-related symptoms as a result of bearing witness to suffering. Teaching 
programmes were devised and tested and results from empirical studies in 
this portfolio of works suggest that CFT/CMT increased levels of self-
compassion and reduced self-critical judgement. Interventions aimed at 
cultivating compassion for one’s own suffering were incorporated into 
psychotherapy to help individuals who experience primary trauma and into 
Higher Education programmes, to help students who may experience low 
levels of self-compassion, high levels of self-critical judgement and/or trauma-
related symptoms.  
Collectively the publications provide a body of knowledge, which 
suggest that incorporating CFT/CMT into psychotherapy and healthcare 
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practitioner training may help individuals ‘be kinder to self’ in times of 
suffering. Helping individuals in the helping professions respond to their own 
suffering with compassion may build resilience and equip them with the tools 
needed to face the demands of practice and training. Whilst suffering cannot 
be prevented, interventions that focus on the cultivation of compassion can be 
employed to encourage healing.  
This Portfolio of Published Works offers a unique contribution to 
knowledge, bridging a gap between practice and theory by offering tested, 
practical ways of enhancing compassion in populations that may suffer, as a 
result of bearing witness to trauma. 
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Introduction 
 
This Portfolio of Published Works examines the impact Compassionate Mind 
Training (CMT) and Compassion Focused Therapy (CFT) has on individuals 
working in the helping professions. The published works presented in this 
thesis, investigates the potential benefits of introducing interventions aimed at 
cultivating compassion into healthcare training programmes and into 
psychotherapy for individuals who bear witness to the traumas of others.  
This thesis is split into five sections. Section one discusses the 
detrimental effects that bearing witness to trauma can have on individuals 
working in the helping professions (Fire Service personnel, student 
counsellors, student psychotherapists, student midwives, student nurses, and 
healthcare educators and providers), and introduces the reader to current 
debates regarding the cultivation of compassion in healthcare. Section two 
addresses the gaps in literature, outlines the aims and objectives of this body 
of works, and lists the articles under scrutiny. Section three offers a critique of 
the presented publications. Papers one, two and three focus on compassion 
in clinical settings, whilst papers four through to ten focus on compassion 
within Higher Education. Section four focuses on methodology, limitations, 
ethical considerations and personal reflection. Finally, section five examines 
the key thesis outcomes and offers recommendations for practice and future 
research.  
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Section One: Background  
 
In this section, debates regarding compassion deficits, blocks to compassion, 
practitioner training demands and factors associated with bearing witness to 
trauma will be discussed. 
Many definitions regarding the notion of compassion originate from 
Aristotelian virtue and theories of justice, Christian philosophy, and Buddhist 
traditions (Van der Cingel, 2011). According to the Oxford English Dictionary, 
the word ‘compassion’ stems from the Latin word ‘compati’ meaning ‘to suffer 
with’. There is consensus within literature that compassion includes feeling for 
a person who is suffering and being motivated to behave in a way that helps 
them, encompassed in a desire to alleviate suffering (e.g., Gilbert, 2010; 
Lazarus, 1991).  
Discussions within the fields of philosophy, sociology, psychology, and 
religion, regarding the meaning of compassion span 2000 years, with much 
debate focusing on the theoretical nature of compassion (Kanov et al., 2004). 
Whilst philosophical, theoretical disputes and religious views surrounding 
compassion are important issues to consider, the focus of this thesis is to 
examine the benefits of cultivating compassion.  
The subject of compassion in health and social care (Care Quality 
Commission, 2011; Crawford, Brown, Kvangarsnes & Gilbert, 2014; Crawford, 
Gilbert, Gilbert, Gale & Harvey, 2013) has been deliberated, with much of this 
literature focusing on blocks, deficits, and lack of compassion. In recent years 
however, researchers and psychotherapists (Beaumont, Durkin, McAndrew 
& Martin, 2016; Beaumont & Hollins Martin, 2015; Beaumont, Galpin & 
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Jenkins, 2012; Gilbert & Irons, 2004; Gilbert & Proctor, 2006; Goss & Allan, 
2010; Mayhew & Gilbert, 2008), have begun to contemplate whether 
individuals suffering with high levels of self-criticism would benefit from 
developing self-compassion, through learning to access their emotion 
regulation systems (Gilbert, 2009; 2010; 2014), and by learning to challenge 
self-criticism in a non-judgemental way.  
The potential benefits of cultivating compassion will now be examined, 
with the initial focus on exploring whether an intervention, which was initially 
developed for individuals in clinical populations, can be adapted and used to 
help individuals in the helping professions.  
 
Compassionate Mind Training/Compassion Focused Therapy 
 
Compassionate Mind Training (CMT) and Compassion Focused Therapy 
(CFT) were developed by Paul Gilbert (2005; 2009; 2010; 2014) to help 
people suffering with low mood, high levels of shame and self-criticism. 
Gilbert’s theory suggests that individuals can be helped to train their mind to 
improve well-being, by learning to cope with emotional discomfort through 
cultivating compassion. CMT refers to the interventions used to cultivate 
compassion and CFT involves the process of therapy. 
Cultivating a compassionate mind includes having a caring motivation 
to face suffering, tolerate distress and take action to help alleviate suffering 
(Gilbert, 2009). CFT incorporates elements of attachment and evolutionary 
theory, with the latter focusing on the evolution of the mammalian affiliative 
system (Gilbert, 2010). The model suggests that human beings have three 
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affect regulation systems (see Figure 1), which evolved for different functions 
and which regulate emotion (Gilbert, 2010; 2014; Goss & Allen, 2014): 
(1) The threat and protection system (TPS)  
(2) The drive, resource seeking, incentive focused and excitement system  
(3) The soothing/affiliative and safeness system  
 
Figure 1: Three types of affect regulation system. From Gilbert (2009). The 
Compassionate Mind. With kind permission from Constable Robinson. 
 
 
The TPS alerts and directs attention to aspects that an individual perceives as 
threatening, which prompts the body into action. The drive, resource seeking, 
incentive focused and excitement system, evolved to motivate animals to find 
food, shelter, and to seek out sexual partners. This system is linked to doing, 
achieving, wanting, avoiding rejection and consuming activities. The 
soothing/affiliative and safeness system is related to social connection, 
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affection, and kindness and is responsible for reducing threat responses to 
feared stimuli and for activating feelings of safety, bonding and trust. When 
distressed, being in receipt of compassion generates security, increases 
feelings of safeness, and helps regulate the TPS in response to threat.  
The aim of CFT and CMT is to balance the three systems by building 
the soothing/affiliative and safeness system. Individuals are taught how the 
three systems impact upon one another. Compassionate skills, the attributes 
of compassion and interventions aimed at increasing levels of compassion are 
outlined in Table 1.  
Table 1: The key attributes of compassion, skills of compassion and 
interventions designed to increase levels of compassion (Beaumont & 
Hollins Martin, 2016a). Reprinted with kind permission from The Arts in 
Psychotherapy. 
Gilbert’s (2009) first psychology of compassion (compassionate 
attributes) 
Care for well-being: Caring for oneself and other people with a desire and a 
caring motivation to notice and turn toward suffering, with a wish to alleviate 
distress and stimulate well-being. 
Sensitivity to distress: Developing self-awareness and being attentive to 
one’s own suffering (through physical and emotional clues) and other 
people’s distress. 
Sympathy: Acknowledging and feeling emotionally moved by past and 
present experiences of suffering and distress.   
Distress tolerance: Turning toward suffering and learning to tolerate difficult 
emotions with an open hearted acceptance and kindness. 
Empathy: A desire and a motivation to learn, understand and discover the 
reasons we and other people behave, think and feel in various situations. 
Non-judgement: Individuals are taught techniques that aim to help them 
learn to notice and let go of self-attacking and self-criticism without 
judgement. 
Gilbert’s (2009) second psychology of compassion (compassionate 
skills) 
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Attention: Linked to mindfulness. Focusing on the present moment without 
judgement or criticism. 
 
Reasoning: Training the mind to think and reason in helpful ways. For 
example, asking oneself ‘how can I think in a way that will help me in this 
situation’. 
 
Behaviour: Behaving in ways that help the individual move through 
suffering, toward their life goals with a caring motivation. This can be 
difficult and requires courage because it may involve facing fears, or 
refraining from using unhelpful safety behaviours. 
 
Sensory: Learning to stimulate the affect regulation system using breathing 
exercises, vocal tones, and body postures.  
 
Feeling: Noticing and responding to emotions using compassion.  
 
Imagery: Using memory and imagery exercises that aim to stimulate the 
soothing/affiliative and safeness system. 
 
Gilbert’s (2009) Compassionate Mind Training (interventions include) 
 
Mindfulness and focused attention: Learning how to notice that our attention 
can be directed by us.  
 
Soothing rhythm breathing (SRB): Exploration of breathing methods that 
have been found to be connected with heart rate variability, positive health 
outcomes and frontal cortex activity (Gilbert, 2014). SRB can help to 
regulate the threat system. 
 
Creating a safe place: Creating a place in the mind that provides affiliative 
feelings.  
 
Compassion focused imagery: Using imagery exercises to stimulate the 
soothing system and manage distress. When anxious or worried, individuals 
may imagine negative, critical, or scary images that tend to add to distress.  
 
Compassion as a flow: Exercises designed to increase levels of 
compassion for self and others are explored. 
 
Developing the compassionate self: Using acting skills and imagery 
techniques to create and develop a compassionate ideal self.  
 
Developing an ideal compassionate other: Using imagery techniques to 
create an image of an ideal compassionate other (an image that offers 
compassion). 
 
Our different parts: Exploration of the different emotional parts (e.g. angry, 
anxious, and critical). Using a compassionate mind to relate to our different 
parts. 
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Engaging with self-criticism using the compassionate self: The 
compassionate self will direct compassionate behaviour, thoughts, and 
feelings to the critical self. 
 
 
Gilbert (2009; 2010) suggests that compassion flows in three ways; (1) 
we can experience compassion from other people, (2) we can direct 
compassion to other people, and (3) we can direct compassion towards 
ourselves. Compassion focused interventions aim to increase awareness and 
understanding of internal and external threats.  
Adapting Gilbert’s theory for use in both clinical and non-clinical 
samples for individuals who may suffer as a result of bearing witness to 
trauma, has potential. For example, cultivating compassion may help those 
who experience trauma first hand (Lee, 2012), and help individuals working in 
the helping professions who bear witness to suffering and as a result may be 
at risk of developing symptoms associated with secondary trauma, vicarious 
trauma/compassion fatigue and/or burnout. Experiencing symptoms of 
primary or secondary trauma can impact negatively on an individual’s ability to 
perform at work, because the individual may become disillusioned, feel 
isolated, or may distance themselves emotionally from other people (Figley, 
1995; Freudenberger, 1974; Thomas & Wilson, 2003). 
According to Kadambi and Ennis (2004) secondary traumatic stress is 
different from burnout, in that its core symptoms (e.g., flashbacks, intrusive 
thoughts, nightmares and hyperarousal), are similar to the symptoms 
experienced by individuals suffering following a primary trauma. Table 2 offers 
a brief overview of the terms associated with what Sabo (2006) terms the 
‘cost of caring’.  
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 Table 2: Terms associated with the ‘cost of caring’.   
Primary trauma Physical, emotional, behavioural, and/or 
psychological suffering experienced by individuals or 
groups in response to exposure to traumatic events. 
Secondary 
Traumatic 
Stress/Indirect 
trauma 
Trauma symptoms are experienced following an 
empathic relationship with an individual or group of 
people who have experienced trauma, or a series of 
traumatic events. Physical, emotional, behavioural, 
and/or psychological symptoms are experienced 
following indirect exposure to traumatic events (Baird 
& Kracen, 2006). Secondary trauma can happen 
suddenly. 
Compassion 
fatigue/Vicarious 
trauma 
Trauma symptoms are experienced as a result of 
cumulative helping relationships and occur when an 
individual strongly identifies with clients/patients who 
have been affected by direct exposure to traumatic 
events (McCann & Pearlman, 1990). A natural 
consequence of caring for a person who has 
experienced trauma (Figley, 1995).  
Burnout A state of exhaustion following sustained 
physiological, emotional, and/or psychological stress. 
This can be detrimental to individuals who are 
continually exposed to primary or secondary trauma 
(Maslach, 2003). 
 
Whilst therapeutic models and government guidance propose specific 
treatment interventions for mental health needs, there is a scarcity of 
research, which focuses on how we can help individuals in the helping 
professions cultivate compassion for their own suffering (Barnett, Baker, 
Elman & Schoener, 2007; Beaumont, 2016; Beaumont & Hollins Martin, 
2016a, 2016b; Beaumont, Irons, Rayner & Dagnall, 2016; Beaumont, 
Rayner, Durkin & Bowling, in press; Boellinghaus, Jones & Hutton, 2012; 
Patsiopoulos & Buchanan, 2011). This is important because cultivating self-
compassion may help individuals exposed to primary and secondary trauma 
who report feelings of shame, self-criticism and guilt (Jonsson & Segesten, 
22
2004; Lee, Scragg & Turner, 2001; Leskela, Dieperink & Thras, 2002), 
particularly if they have failed in their attempt to rescue or help the victim 
(Beaumont, Durkin, McAndrew & Martin, 2016; Beaumont et al., 2012; 
Jonsson & Segesten, 2004).  
The DSM 5 (APA, 2013) acknowledges the complexity of trauma and 
recognises that emotions, such as shame, guilt, and fear can contribute to the 
development and maintenance of Post-Traumatic Stress Disorder (PTSD) 
(Badour, Resnick & Kilpatrick, 2015). These emotions can inhibit recovery 
(Balcom, Call & Pearlman, 2000) and can lead to self-criticism and self-blame 
if the individual feels no compassion for themselves (Beaumont, Durkin, 
McAndrew & Martin, 2016; Beaumont et al., 2012; Harman & Lee, 2010; 
Lee, 2009; Lee et al., 2001). 
 
Psychotherapy for individuals who experience primary trauma 
 
No one therapeutic intervention is a panacea for all. Individuals, who report 
low levels of self-compassion, high levels of self-criticism, and feelings of 
shame, may benefit from using a range of therapeutic interventions that 
cultivate compassion. Currently, Cognitive Behavioural Therapy (CBT) and 
Eye Movement Desensitisation and Reprocessing (EMDR) are the 
recommended first line treatments for trauma (National Collaborating Centre 
for Mental Health, 2005). However, some individuals who have received CBT 
report that they understand the logic of the approach yet do not feel better 
(Beaumont et al., 2012; Beaumont & Hollins Martin, 2013; Gilbert, 2010; 
Leahy, 2001). A common critique of trauma-focused therapies is the high 
levels of attrition. For example, literature suggests that between 20% and 35% 
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of clients drop out of therapy when interventions include in vivo exposure to 
traumatic memories (Foa et al., 2005; Resick, Nishith, Weaver, Astin & Feuer, 
2002). Debates regarding the impact and importance of the therapeutic 
relationship within psychotherapy and the value of tailoring therapy to meet 
the needs of individuals (Beaumont & Hollins Martin, 2013; Joseph & 
Murphy, 2013) continue. For example, questions surrounding whether it is the 
interventions utilised within the CBT framework that instigate the majority of 
pre-post change or the therapeutic relationship itself (Beaumont, Durkin, 
McAndrew & Martin, 2016; Beaumont et al., 2012; Beaumont & Hollins 
Martin, 2013; 2015; Gilbert & Leahy, 2007; Leahy, 2008; Leaviss & Uttley, 
2015). 
Cooper (2008) proposes that only 15% of client improvement is due to 
the theoretical model used by the practitioner. This view is echoed by other 
researchers who suggest that other factors play a pivotal role in recovery, for 
example, empathy, therapist congruence, acceptance and the therapeutic 
alliance (Gilbert & Leahy, 2007; Grant & Townend, 2010; Joseph & Murphy, 
2013; Leahy, 2008; Murphy & Cramer, 2014; Murphy, Cramer & Joseph, 
2012; Norcross, 2002).  
Recognising that cultivating self-compassion may help trauma 
survivors respond to suffering with compassion and a caring motivation, 
Beaumont et al. (2012), collected pre and post-therapy data from clients 
referred for psychotherapy with trauma-related symptoms. Two groups were 
compared, one group received CBT-only and a second group received CBT 
combined with CMT. Participants in both treatment groups experienced 
statistically significant reductions post-therapy in symptoms of anxiety 
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[F(1,30)=151.187, p≤0.001], depression [F(1, 30)=223.935, p≤0.001], 
avoidance [F(1,30)=293.596, p≤0.001], hyper-arousal [F(1,30)=262.657, 
p≤0.001] and intrusive thoughts [F(1,30)=272.846, p≤0.001]. The main effect 
comparing the two types of intervention was significant, suggesting that the 
combined group developed more self-compassion post-therapy 
[F(1,30)=4.657, p≤0.05]. 
Critics of CBT suggest that there are high dropout rates and relapse 
rates for some trauma-focused therapies (Foa et al., 2005; Resick et al., 
2002). However, attrition rates were low in this study, with 33 out of 36 
completing therapy. Beaumont et al. (2012) was the first study published to 
investigate whether CFT/CMT may be a useful adjunct to CBT for individuals 
suffering with trauma-related symptoms and low levels of self-compassion. 
Beaumont et al. (2012) therefore addressed a gap in current literature 
making a new contribution within the field of CFT/CMT. This inaugural paper 
opened up further discussions about the importance of cultivating self-
compassion in clinical populations, for individuals suffering psychological 
distress following a traumatic incident. However, individuals in the study also 
recovered post-therapy in the CBT-only group. One psychotherapist 
administered the treatment interventions in both groups and whilst this was 
sufficient for this preliminary study, one could argue that it was the therapeutic 
relationship that instigated change. Research demonstrates that when the 
quality of the relationship is good, the outcome of the counselling is positive 
(Hodgetts & Wright, 2007; Horvath, 2013; Joseph & Murphy, 2013; Liotti, 
2007; Mooney, Gibbons, Gallop, Mack & Crits-Christoph, 2014; Murphy & 
Cramer, 2014).  
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Hiraoka et al. (2015) cite Beaumont et al. (2012) and echo the view 
that it is important to study links between self-compassion and trauma. 
Hiraoka et al. (2015) state that the findings from Beaumont et al. (2012) are 
important because they indicate that compassion can be modified by using 
targeted interventions. Since Beaumont et al. (2012), other authors have 
reported on the impact CFT had on individuals in trauma populations. For 
example, Ashworth, Gracey and Gilbert (2014), examined the impact CFT had 
on an individual with traumatic brain injury, and CMT has been used as an 
addition to CBT with a seventeen year-old girl who was sexually assaulted at 
the age of thirteen (Bowyer, Wallis & Lee, 2014). Both Ashworth et al. (2014) 
and Bowyer et al. (2014), suggest that both individuals in their study found 
benefit from incorporating exercises into psychotherapy that aimed to cultivate 
self-compassion, thereby supporting the work of Beaumont et al. (2012). 
Beaumont and Hollins Martin (2013) explored whether CMT could be 
integrated into EMDR and by doing so, be used as a resource for treating an 
individual suffering with psychological and somatic symptoms of trauma. The 
client was referred with trauma-related symptoms for a course of CBT; 
however, he struggled to engage with behavioural interventions, such as, 
exposure. Therefore, EMDR was used as a therapeutic intervention, which 
proved to be effective in treating his unexplained symptoms. The client initially 
responded well to CMT, which focused on responding to self-criticism and 
self-attacks with compassion, and therefore CMT was used as a resource in 
EMDR therapy. Although this was the first paper to incorporate CMT into 
EMDR, the research design does not allow us to determine to what extent 
both therapeutic interventions contributed to the clients’ recovery. For 
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example, although we can hypothesise that increasing self-compassion 
alleviated trauma-related symptoms and enabled the individual to confront 
painful memories, it is difficult to ascertain whether this would have happened 
with EMDR therapy alone. Beaumont and Hollins Martin (2013) propose 
that a multiple baseline case study be conducted to examine the individual 
contributions of CMT and EMDR. Nonetheless, the paper highlights the value 
of working collaboratively with clients to meet their individual needs and the 
research design does enable researchers to evaluate the contribution of the 
therapeutic alliance. In this instance, the psychotherapist employed a second 
treatment strategy after the client struggled to engage with exposure therapy. 
The success with the second intervention could suggest that CMT with EMDR 
provided a larger treatment effect than that derived from a positive client–
therapist alliance. 
Following, and citing Beaumont and Hollins Martin, (2013), Kennedy 
(2014) discusses the potential benefit of incorporating CFT/CMT into the 
processing phases of EMDR to help individuals address self-critical blocks. 
Kirby (2016) cites Beaumont and Hollins Martin (2013) as evidence 
underpinning the potential value of CFT and Kolts (2016), refers to this 
positive outcome study, in his book ‘CFT Made Simple’. Issues surrounding 
compassion in the healthcare professions will now be explored. 
 
Compassion in healthcare  
 
The National Health Service (NHS), which is the UK’s leading healthcare 
provider, adopts compassion as one of its six values (Cummings & Bennett, 
2012). The Department of Health (DoH, 2008) states that: 
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“Compassion is a ‘core value’ of the National Health Service and that 
all patients must be treated by staff with compassion, dignity and 
respect” (p. 5).  
 
NHS trusts are constantly under pressure to work within financial constraints 
in a target driven culture (Thorlby, Smith, Williams & Dayan, 2014), thus 
potentially breeding a competitive rather than compassionate mindset. In 
recent years, there has been debate regarding the privatisation of the NHS, 
with some service users and politicians proposing that privatisation may lead 
to a positive change and enable compassionate care to thrive (Iacobucci, 
2014). However, marketisation of the NHS will not necessarily make a 
difference, especially when we consider the failures (e.g. inadequate 
leadership skills and concerns surrounding patient safety) in care at the first 
privately run NHS hospital, Hinchingbrooke.  
A report on the UK National Health Service (NHS) by Lord Francis QC 
revealed that certain hospital failings were in part due to staff failing to act with 
compassion. As a result, Francis (2013) suggested that there is a need to 
develop more compassionate care among healthcare staff. For example, the 
investigation into Mid-Staffordshire suggested that: 
“Staff treated patients and those close to them with what appeared to 
be callous indifference” (Francis, 2013, p.13).  
 
Although there are reports akin to this, which also highlight failings in care, 
there is an absence of research, which aims to examine and understand why 
there may be a compassion deficit and a paucity of research exploring ways 
of helping healthcare practitioners (including student practitioners) cultivate 
compassion. De Zulueta (2013) argues that the Francis Report did not 
discuss the challenges and fears that healthcare professionals encounter 
when working with vulnerable individuals. Of course, organisations 
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responsible for healthcare need to select employees that have the required 
skills and a compassionate motivation to care for others, which researchers 
suggest is often evident at the beginning of such a career (Maben, Cornwell & 
Sweeney, 2010). Murphy, Jones, Edwards, James, and Mayer (2009) support 
this observation, reporting a significant difference between first and third year 
student nurses’ compassion levels, with lower scores reported in the third 
year.  
Healthcare education has come under scrutiny recently, with concerns 
surrounding the impact that education, placement and organisational 
demands have on student practitioners’ (Beaumont, 2016; Beaumont & 
Hollins Martin, 2016a; 2016b; Bray, O’Brian, Kirton, Zuairu & Christiansen, 
2014; Crawford et al., 2014). The Willis Commission (2012) suggested that: 
“Nurses and their organisations must stand up to be counted, to restore 
professional pride and provide leadership and solutions to the 
challenges of poor care and a decline in public confidence” (p.6). 
 
The Commission (Willis Commission, 2012), went on to recommend that 
nursing education programmes should have high quality recruitment 
campaigns to ensure that the best range of applicants are selected and that 
organisations, should provide evidence on the correlations between entry 
criteria, selection processes, course outcomes and attrition rates. The Francis 
Report (2013) supported this view, recommending that potential employees 
should be engaged on the basis that they have the appropriate values, 
attitudes, and behaviours that underpin compassionate care provision. 
Nonetheless, employing staff based upon the results of a ‘compassion 
aptitude test’ does not ensure that the employee has compassion levels that 
can be sustained over time in stressful, traumatic, and potentially hostile 
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environments (Sturgeon, 2010). Without helping individuals cultivate and 
maintain compassion levels, the danger is that a ‘compassion aptitude test’ 
will become an added pressure. In other words, there is the risk that it could 
become a tick-box exercise that is used to audit and evaluate practitioners’ 
communication skills (Sturgeon, 2010). Though such reports are well 
intentioned and needed, they appear to demonstrate a lack of understanding 
surrounding the facilitators and inhibitors of compassion and may fail to 
explore methods, which aim to help individuals cultivate compassion.  
Whilst the Francis Report (2013) documented cases where healthcare 
professionals failed to provide compassionate care, the report did not 
acknowledge the emotional challenges that individuals in the helping 
professions have to face when caring for vulnerable, sick, traumatised and 
dying patients (De Zulueta, 2013). Helping those who experience suffering 
can be rewarding, but also has the potential to emotionally challenge and 
overwhelm caregivers, which can lead to emotional overload and personal 
distress (Singer & Klimecki, 2014).  
A further potential contributing factor to the compassion deficit 
witnessed in Mid-Staffordshire is that staff experienced a culture of fear. 
Francis (2013) reports: 
“A culture of fear in which staff did not feel able to report 
concerns....and a culture of bullying, which prevented people from 
doing their jobs properly” (p.10).  
 
Blaming and shaming individuals for a lack of compassion creates a shame-
based, punishing, and potentially bullying culture, which is detrimental to 
learning (Collins, Block, Arnold & Christakis, 2009; Harris, 2004). Working in 
such conditions can create self-loathing, a lack of confidence in one’s abilities 
30
(Harris, 2004) and can activate our threat-focused system, which reduces our 
attention because our bodies respond by operating in survival mode (Gilbert, 
2010). ‘Inattentional blindness’ (Mack & Rock, 1998) interferes with 
compassionate capacities and can lead to symptoms of stress, compassion 
fatigue, or burnout. This occurs when one fails to notice the distress 
experienced by others because of prior obligations and attentional overload 
(Chabris, Weinberger, Fontaine & Simons, 2011; Drew, Võ & Wolfe, 2013; 
Greig, Higham & Nobre, 2014).  
Rather than focusing on creating environments that ensure compliance 
and obedience (Khatri, Brown & Hicks, 2009), which foster a blaming, 
shaming and punishing culture, an alternative method, which is supported by 
psychological theories such as attachment theory (Bowlby, 1969) and 
Gilbert’s  evolutionary model (2009; 2010; 2014), is to provide the necessary 
conditions for compassion to flourish. Nurturing working relationships and 
building staff trust promotes learning, which can have an impact on employee 
self-esteem (Harris, 2004).  
Individuals working in the caring professions face a set of unique 
challenges. For example, student midwives may witness loss or traumatic 
childbirth (Beaumont & Hollins Martin, 2016b). Student counsellors and 
psychotherapists may work with suicidal clients, or clients who self-harm, 
which can also present personal and professional challenges (Reeves & 
Dryden, 2008; Reeves, Bowl, Wheeler & Guthrie, 2004). As a result of such 
challenges students may question their ability, experience fear or anxiety, feel 
incompetent and overwhelmed (Reeves & Mintz, 2001; Wheeler, Bowl & 
Reeves, 2004), or harshly judge themselves particularly if they feel they have 
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failed in their attempt to help their client/patient (Beaumont, Durkin, 
McAndrew & Martin, 2016). 
Creating conditions in which practitioners feel safe, valued, accepted, 
and cared for will reduce threat-based fear. Providing a secure-base (Bowlby, 
1969), by helping practitioners to engage with their own suffering in times of 
stress, may foster compassionate care-giving and promote altruistic behaviour 
(Beaumont, 2016; Beaumont & Hollins Martin, 2016a, 2016b; Beaumont, 
Hickey, McAndrew, Goldman & Warne, 2016; Mikulincer, Shaver, Gillath & 
Nitzberg, 2005).  
Rescue workers including Fire Service personnel (FSP) are also 
exposed to trauma in their line of duty and according to Fullerton, McCarroll, 
Ursano and Wright (1992), have a higher risk of experiencing psychological 
suffering because they identify with the individuals who have been exposed to 
traumatic incidents. In addition to potentially developing symptoms of trauma 
as a result of their work, FSP may also face organisational pressures 
(Beaumont, Durkin, McAndrew & Martin, 2016). For example, individuals 
may experience stress-related symptoms as a result of changing shift 
patterns, long working hours, bullying, job politics, poor leadership and/or 
sleep deprivation, all of which can impact on quality of life. Educating 
emergency service providers about the importance of cultivating compassion 
in organisations could equip subsequent generations with the psychological 
strategies needed to face the demands of trauma work. 
Listening to oneself is essential maintenance work for leaders, 
practitioners and educators and according to Harris (2007), “ensures that the 
individual is emotionally fit for purpose” (p139). One way that may help 
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individuals in the helping professions cultivate and maintain compassion is to 
introduce them to techniques and interventions that promote self-care. This is 
the approach promoted within this thesis (Beaumont, 2016; Beaumont & 
Hollins Martin 2016a, 2016b; Beaumont et al., in press) and is timely, as 
recent research suggests that self-practice and self-reflection are forms of 
experiential learning and could potentially be significant in thwarting burnout 
and secondary trauma (Bell, Dixon & Kolts, 2016). Debates surrounding the 
‘cost of caring’ (Sabo, 2006) will now be examined.  
 
The cost of caring 
 
Figley (1995) suggests that the effects of secondary trauma can have the 
same detrimental effect on the observer as the person-experiencing trauma. 
Compassion fatigue and secondary traumatic stress has been identified in 
doctors (Benson & Macgraith, 2005; Joinson, 1992; Pfifferling & Gilley, 2000), 
nurses (Sabo, 2006), student psychotherapists (Barnett et al., 2007), and 
midwives (Leinweber & Rowe, 2010).  
Research exploring concepts such as secondary traumatic stress, 
compassion fatigue, and vicarious trauma has been hindered by a lack of 
conceptual clarity (Collins & Long, 2003; Stamm, 2010). For example, Figley 
(2002) argues that the term compassion fatigue is a user friendly term for 
secondary traumatic stress disorder, whereas Jenkins and Baird (2002) 
suggest that burnout and secondary traumatic stress are comparable in that 
they: 
“Result from exposure to emotionally engaging clients via 
interpersonally demanding jobs, and represent debilitation that can 
obstruct providers’ services” (p. 423).  
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All terms however, do outline the detrimental impact that working in the 
helping professions can have on practitioners.   
Bearing witness to suffering can become overwhelming over time and if 
not managed can profoundly impact upon a caregiver’s ability to engage with 
the distress of another (Tomova, von Dawans, Heinrichs, Silani & Lamm, 
2014). This has been shown in rescue workers, who have a higher prevalence 
of PTSD compared with the general public (Berger et al., 2012; Skogstad et 
al., 2013). Whilst engaged in stressful situations, it can be easy for individuals 
to neglect their own emotional and psychological needs, which can lead to 
self-criticism, feelings of shame, low levels of self-compassion, and symptoms 
of compassion fatigue or burnout.  
Over recent years there has been growing recognition that self-
compassion may promote therapist well-being (Barnett, et al., 2007; 
Beaumont, 2016; Beaumont & Hollins Martin, 2016a; Mahoney, 2005; 
Rimes & Wingrove, 2011), mitigate the negative effects of job-related stress 
(Patsiopoulos & Buchanan, 2011), and help individuals who experience 
shame-based trauma memories (Lee, 2009). Educators employed in the 
helping professions can be seen as the gatekeepers to their profession and 
have responsibility for ensuring that healthcare students are fit to practise 
(Reeves, 2012). Hence, teaching skills to individuals who bear witness to 
suffering that enhance compassion for oneself and other people becomes 
important, because it could help build resilience. That is, it is salient to create 
what Sabo (2011) calls ‘a compassionate presence’. 
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Summary of Section One 
In this section current debates regarding compassion deficits, blocks to 
compassion, practitioner training demands and factors associated with 
bearing witness to trauma have been examined. All of these factors and 
debates are important, but they do leave an identified gap in the literature. For 
example, much of the research to date focuses on; (1) what compassion is, 
(2) why individuals in the helping professions experience symptoms of
trauma, stress, compassion fatigue, and burnout, (3) whether compassion 
deficits are as a result of organisational demands, and (4) why some 
practitioners become disillusioned and report that they want to leave practice 
(Maben et al., 2010). However, there is a dearth of literature examining ‘how’ 
compassion can be cultivated within the helping professions and for ‘whom’ 
training would benefit. In the next section, these gaps in the literature will be 
explored in more detail. CFT/CMT, which was initially designed to help clinical 
populations, will be adapted and used to examine the impact it has on 
individuals working in the helping professions. 
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Section Two:  Rationale, thesis aim and objectives, and published works 
 
In this section the rationale for the works will be outlined, the aim and 
objectives of this body of works identified, and the published works will be 
presented. 
Developing self-compassion and responding to ‘the bully within’ (self-
criticism), through ‘being kinder to oneself’ (Beaumont et al., 2012), may 
function as a remedy to self-criticism and serve as an adaptive way of self-
relating if trauma symptoms are experienced. Hence, nurturing compassion is 
a potential antidote to self-criticism and may play a role in helping individuals 
reduce the distress they experience as a result of bearing witness to the 
suffering of others. Cultivating compassion does not mean ‘just being kind to 
ourselves when we have a bad day’. It means having a caring motivation to 
notice and turn toward suffering, and involves actively facing situations that 
cause distress (Beaumont & Hollins Martin, 2016a, 2016b; Gilbert, 2009; 
2010; 2014; Irons & Beaumont, 2017). Examining ‘how’ and ‘whether’ 
compassion can be cultivated may be of value for both clinicians, 
organisations who employ blue-light workers (Beaumont, Durkin, McAndrew 
& Martin, 2016), educators, and society as a whole, as a means of potentially 
improving well-being.  
In spite of research that has explored issues surrounding compassion 
fatigue and/or secondary trauma (Benson & Macgraith, 2005; Davies & 
Coldridge, 2015; Farber & Heifetz, 1982; Figley, 1995; Joinson, 1992; 
Leinweber & Rowe, 2010; McCann & Pearlman, 1990; Pfifferling & Gilley, 
2000; Sabo, 2006; Thomas & Wilson, 2003), there is a dearth of research 
about how healthcare educators can prepare students for clinical reality (Ting, 
36
Sanders, Jacobson & Power, 2006), and there are very few studies that have 
explored how healthcare practitioners can employ self-compassion 
(Boellinghaus, Jones & Hutton, 2012; Patsiopoulos & Buchanan, 2011). 
Barnett et al. (2007) echo this view and suggest that student psychotherapists 
should be taught self-management techniques that help prepare them for the 
emotional demands of clinical practice.  
Addressing gaps in the literature, this body of works examines whether 
CFT and CMT can help individuals in the helping professions cultivate 
compassion and reduce self-critical judgement. To achieve this, Gilbert’s 
model (2009; 2010) of CFT and CMT was used.  
Alternative interventions that focus on cultivating compassion could 
have been examined. For example, Compassion Cultivation Training (Jazaieri 
et al., 2013), Cultivating Emotional Balance (Kemeny et al., 2012), or the 
Mindful Self-Compassion Programme (Neff & Germer, 2013) could have been 
used to measure pre and post change. However, CFT is the only 
psychotherapy model and has potential to be adapted for use in educational 
and organisational settings (Kirby, 2016; Welford & Langmead, 2015).   
In the next section the aim and objectives of the thesis will be 
explained and the author’s contribution of articles examined. 
 
Aim and Objectives 
 
The aim of this thesis was to examine the impact CFT/CMT has on 
populations who work in the helping professions, who as a result of their work, 
bear witness to suffering and may then experience trauma-related symptoms. 
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The key objectives were to: 
 
1. Examine the effectiveness and impact of CFT/CMT. 
2. Examine the impact that counselling and psychotherapy has on service 
users who report they have experienced compassionate care. 
3. Examine relationships between self-compassion, compassion for 
others, well-being, professional quality of life, self-critical judgement, 
compassion fatigue and burnout. 
4. Develop and test an educational model to help individuals training for a 
career in the helping professions, cultivate self-compassion and reduce 
self-critical judgement. 
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Contribution of included articles 
 
The candidate has made a unique and independent contribution in each of the 
papers under scrutiny. Information regarding the ten papers can be found in 
Table 3.  
Table 3: Details of the papers and the contributions made 
Study Study Objectives Contribution Made Thesis 
Objectives 
Paper 1: 
Beaumont, E., & 
Hollins-Martin, C. 
J. (2015). A 
narrative review. 
How effective is 
Compassion 
Focused Therapy? 
To present a 
synopsis of studies 
to assist therapists’ 
understanding of 
how CFT/CMT has 
been used within 
the therapeutic 
arena and where 
further 
developments are 
required. 
Identified gaps in knowledge 
and led to scholarly debate 
regarding the current state of 
play of CFT/CMT. 
 
Provides evidence to 
suggest the benefits of using 
CFT/CMT to create a more 
affiliative orientation to one-
self and others. 
 
Further research examining 
the effectiveness of using 
CFT/CMT as a stand-alone 
therapy was recommended. 
Examine the 
effectiveness 
and impact of 
CFT/CMT 
(Objective 1). 
Paper 2: 
Beaumont, E., 
Durkin, M., 
McAndrew, S., & 
Martin, C. (2016). 
Using Compassion 
Focused Therapy 
as an adjunct to 
Trauma-Focused 
CBT for Fire 
Service personnel 
(FSP) suffering 
with trauma-related 
symptoms. 
To examine the 
impact CFT had 
when used as an 
adjunct to TF-CBT 
in a sample of FSP 
who reported 
trauma-related 
symptoms.  
 
To examine 
whether an 
increase in self-
compassion 
reduces trauma-
related symptoms.  
This was the first research 
paper published, which 
examines whether CFT 
could be a useful adjunct to 
TF-CBT for individuals 
referred for psychotherapy, 
with low levels of self-
compassion, low mood and 
trauma-related symptoms. 
Examine the 
effectiveness 
and impact of 
CFT/CMT 
(Objective 1). 
Paper 3: 
Beaumont, E., 
Hickey, A., 
McAndrew, S., 
To identify how 
service users 
experienced one-
to-one therapy. 
This paper highlights the 
importance of experiencing 
compassion within the 
therapeutic arena and 
Examine the 
impact that 
counselling and 
psychotherapy 
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Goldman, S., & 
Warne, T. (2016). 
Minding the gaps: 
Using narrative 
accounts to explore 
people’s 
experiences of 
using North Staffs 
MIND’s Adult 
Counselling 
Service (A report 
and paper). 
To explore whether 
or not therapy 
enabled the person 
to have a better 
quality of life and, if 
so how. 
 
To identify if one-
to-one therapy 
impacted on other 
areas of service 
users’ life. 
provides preliminary data, 
which suggests that positive 
therapy outcomes may lead 
to altruistic behaviour. 
has on service 
users who 
report they 
have 
experienced 
compassionate 
care. 
(Objective 2). 
Paper 4: 
Beaumont, E., 
Durkin, M., 
Hollins-Martin, C. 
J., & Carson, J. 
(2016a). 
Compassion for 
others, self-
compassion, 
quality of life and 
mental well-being 
measures and their 
association with 
compassion fatigue 
and burnout in 
student midwives: 
A quantitative 
survey. 
To examine self-
compassion, self- 
kindness, self-
judgement and 
their effects upon 
compassion for 
others, well-being, 
compassion 
fatigue, and 
burnout in student 
midwives. 
This study suggests that 
concerns regarding the well-
being of some student 
midwives are warranted. 
Students who scored high on 
self-judgement had lower 
levels of compassion for self 
and others and reported 
higher levels of burnout and 
compassion fatigue. 
 
As a result of this study, a 
training programme was 
designed aimed at helping 
student midwives develop 
self-compassion and 
empathy for their own 
suffering. 
Examine 
relationships 
between self-
compassion, 
compassion for 
others, well-
being, 
professional 
quality of life, 
self-critical 
judgement, 
compassion 
fatigue and 
burnout 
(Objective 3). 
Paper 5: 
Beaumont, E., 
Durkin, M., 
Hollins-Martin, C. 
J., & Carson, J. 
(2016b).  
Measuring 
relationships 
between self-
compassion, 
compassion 
fatigue, burnout, 
and well-being in 
student counsellors 
and student 
cognitive 
behavioural 
psychotherapists. 
To examine the 
relationships 
between self-
compassion, well-
being, compassion 
fatigue and burnout 
in student 
counsellors and 
student cognitive 
behavioural 
psychotherapists. 
This study provides 
preliminary evidence to 
suggest that students who 
report higher levels of self-
compassion and well-being 
also report fewer symptoms 
of burnout and compassion 
fatigue. Higher self-
judgement scores were 
correlated with symptoms of 
compassion fatigue and 
burnout. 
 
Students who bear witness 
to trauma may benefit from 
utilising intervention 
strategies whilst on clinical 
Examine 
relationships 
between self-
compassion, 
compassion for 
others, well-
being, 
professional 
quality of life, 
self-critical 
judgement, 
compassion 
fatigue and 
burnout 
(Objective 3). 
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training to help them 
cultivate self-compassion. 
Paper 6: Durkin, 
M., Beaumont, E., 
Hollins-Martin, C. 
J., & Carson, J. 
(2016). A pilot 
study exploring the 
relationship 
between self-
compassion, self-
judgement, self-
kindness, 
compassion, 
professional quality 
of life, and 
wellbeing among 
UK community 
nurses. 
To measure 
associations 
between self-
compassion, 
compassion 
fatigue, well-being, 
and burnout in UK 
community nurses. 
The first study to examine 
relationships between self-
compassion, compassion 
satisfaction, compassion 
fatigue, burnout, compassion 
for others, and well-being in 
UK community nurses. 
 
Building student nurses’ 
resilience and self-
compassion through 
teaching CMT could have 
profound benefits in terms of 
reducing stress and trauma-
related symptoms.  
Examine 
relationships 
between self-
compassion, 
compassion for 
others, well-
being, 
professional 
quality of life, 
self-critical 
judgement, 
compassion 
fatigue and 
burnout 
(Objective 3). 
Paper 7: 
Beaumont, E., 
Irons, C., Rayner, 
G., & Dagnall, N. 
(2016). 
Compassion 
Focused Therapy 
Training for 
Healthcare 
Educators and 
Providers: Does 
this increase self-
compassion, and 
reduce self-
persecution and 
self-criticism? 
To investigate the 
outcome on 
healthcare 
educators and 
practitioners level 
of self-critical 
judgement, self-
compassion and 
self-persecution 
pre, and post CFT 
training. 
This is the first study to 
examine the impact 
compassion training had on 
healthcare practitioners and 
educators. Overall results 
suggest that self-
compassion levels increased 
and self-critical judgement 
levels reduced post training. 
 
The paper also suggests that 
there are some concerns 
regarding healthcare 
educators and practitioners 
levels of self-compassion 
and self-critical judgement.  
Examine the 
effectiveness 
and impact of 
CFT/CMT 
(Objective 1). 
Paper 8: 
Beaumont, E., & 
Hollins Martin, C. 
J. (2016). 
A proposal to 
support student 
therapists to 
develop 
compassion for self 
and others through 
Compassionate 
Mind Training. 
To present a 6-step 
education strategy 
that aims to teach 
student therapists 
about CMT. The 
training programme 
has the potential to 
increase 
compassion levels 
and to reduce self-
critical judgement. 
 
 
This paper presents a 6-step 
creative education strategy 
that can be included into 
therapist training 
programmes.  
 
The Compassionate Mind 
Training Model for 
Healthcare Practitioners and 
Educators is presented 
offering interventions which 
aim to cultivate compassion. 
Develop and 
test an 
educational 
model to help 
individuals 
training for a 
career in the 
helping 
professions, 
cultivate self-
compassion 
and reduce 
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Summary of Section Two 
 
In this section, the rationale for the work has been outlined, the aims and 
objectives of this body of works identified and the Portfolio of Published Works 
 self-critical 
judgement  
(Objective 4). 
Paper 9: 
Beaumont, E., & 
Hollins Martin, C. 
J. (2016). 
Heightening levels 
of compassion 
towards self and 
others through use 
of Compassionate 
Mind Training. 
To outline an 
education strategy 
for student 
midwives that has 
the potential to 
impact upon the 
levels of 
compassion that 
the individual can 
show both to 
themselves and to 
others in times of 
suffering. 
Midwives bear witness to the 
traumas of others, which 
makes considering an 
intervention that aims to 
cultivate compassion 
important.  
 
This paper offers an 
education strategy that has 
potential to help student 
midwives who may 
experience symptoms of 
secondary trauma, self-
criticism, or low levels of 
self-compassion whilst 
training. 
Develop and 
test an 
educational 
model to help 
individuals 
training for a 
career in the 
helping 
professions, 
cultivate self-
compassion 
and  reduce 
self-critical  
judgement  
(Objective 4). 
Paper 10: 
Beaumont, E., 
Rayner, G., 
Durkin, M., & 
Bowling, G. (in 
press). The effects 
of Compassionate 
Mind Training 
(CMT) on student 
psychotherapists. 
To examine the 
impact CMT has on 
students enrolled 
on a Cognitive 
Behavioural 
Psychotherapy 
programme.  
 
To explore whether 
CMT increases 
levels of self-
compassion, 
compassion for 
others and 
dispositional 
empathy. 
The findings from this 
preliminary study suggest 
the potential benefits of 
training students in 
compassion focused 
practices. 
 
Incorporating CMT into 
practitioner training 
instigated significant 
changes in students’ levels 
of self-compassion and self-
critical judgement.  
 
Examine the 
effectiveness 
and impact of 
CFT/CMT 
(Objective 1). 
 
Develop and 
test an 
educational 
model to help 
individuals 
training for a 
career in the 
helping 
professions, 
cultivate self-
compassion 
and reduce 
self-critical 
judgement  
(Objective 4). 
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presented. In the subsequent section, a critique of the presented papers will 
be offered. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
43
Section Three: Critique of the presented publications 
 
Section overview 
 
In this section, a critique of the papers is presented and the thesis objectives 
examined.  
The first two studies (Beaumont & Hollins Martin, 2015; Beaumont, 
Durkin, McAndrew & Martin, 2016), use quantitative analysis to examine the 
impact CFT/CMT has on individuals in clinical populations (Objective 1), whilst 
paper three (Beaumont, Hickey et al., 2016), uses a narrative case study 
approach to examine the impact counselling had on service users (Objective 
2). Papers four, five and six (Beaumont, Durkin, Hollins Martin & Carson, 
2016a & 2016b; Durkin, Beaumont, Hollins Martin & Carson, 2016), 
examine the relationships between self-compassion, self-kindness, 
compassion for others, well-being, professional quality of life, self-critical 
judgement, compassion fatigue and burnout (Objective 3). Paper seven 
(Beaumont, Irons et al., 2016) examines the effectiveness of CFT using a 
sample of healthcare educators (Objective 1), and papers eight, nine and ten 
(Beaumont & Hollins Martin, 2016a, 2016b; Beaumont et al., in press), 
develop and test an educational model, which has potential to help individuals 
training for a career in the helping professions cultivate self-compassion 
(Objectives 1 and 4). The papers can be found in Appendix 1.  
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Paper 1: Beaumont, E., & Hollins Martin, C.J. (2015). How effective is  
Compassion-Focused Therapy (CFT)? Counselling Psychology Review,  
Vol. 30(1), 21-32. 
 
Study overview 
 
This narrative review summarises findings of research that has shown 
successful use of CFT/CMT to improve psychological outcomes in clinical 
populations. Twelve studies were identified which report post-therapy data for 
participants in group therapy and individual therapy. The review contributes to 
knowledge by appraising the current state of play regarding CFT/CMT, which 
is useful when developing a theoretical framework (Kirkevold, 1997). 
 
Contribution and critique of the Beaumont and Hollins Martin (2015) 
study 
Beaumont & Hollins Martin (2015) provides an overview of the development 
of CFT/CMT and both analyses and summarises a variety of studies, thereby 
offering a value that no single study alone can do. Healthcare professionals 
and educators are required to keep up to date with policies and practices in 
their field (Baumeister & Leary, 1997; Corrie, Hurton & Lane, 2008).Therefore 
this narrative review plays a key role in continuing professional development 
because it offers a summary of prior research, which can be used as a 
resource by practitioners and educators.  
Although compiling and writing reviews is time-consuming for 
researchers (Manchikanti, 2008), they do enable learning, play a valuable role 
in education, and are time efficient for readers, quite simply because they 
provide a synopsis of what has happened to date regarding the topic of 
interest (Badget, O'Keefe, & Henderson, 1997). The Beaumont and Hollins 
Martin (2015) review provides a trustworthy story, through aiming to identify 
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and critically analyse current research. The review has been used to inform 
psychotherapy students and the therapeutic community about CFT/CMT and 
the impact it has had to date in clinical settings (Objective 1).   
A review was needed on the topic of CFT and CMT to identify gaps in 
knowledge and to detect areas that have the potential for further research. For 
example, this review raises questions about what elements of CFT/CMT are 
most effective, what are the best measures to use in CFT/CMT, and how 
effective is CFT/CMT when used as a standalone therapy. This review 
addressed a gap in the literature by providing a broad picture regarding 
CFT/CMT to date and led to scholarly debate because the findings were 
presented at a conference, and in learning environments where critical 
discussion is encouraged.  
Beaumont and Hollins Martin (2015) did not use a ‘risk of bias tool’ to 
assess potential issues surrounding bias. Failings in the design and analysis 
of studies can result in an intervention being either overestimated or 
underestimated. For example, the Cochrane Collaboration’s tool for assessing 
bias (Higgins et al., 2011) could have been used to assess issues surrounding 
selection bias and reporting bias. This would be recommended for future 
reviews. 
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Paper 2: Beaumont, E., Durkin, M., McAndrew, S., & Martin, C. (2016) 
Using Compassion Focused Therapy as an adjunct to Trauma-Focused CBT 
for Fire Service personnel suffering with trauma-related symptoms. Cognitive 
Behaviour Therapist vol. 9. doi:10.1017/S1754470X16000209 
 
Study overview 
 
This pre-post outcome study, examines therapeutic interventions for two 
groups of FSP who as a result of experiencing primary trauma or secondary 
trauma, reported symptoms of trauma, low mood, anxiety and low levels of 
self-compassion. One group of FSP received Trauma-Focused Cognitive 
Behaviour Therapy (TF-CBT) and the second group received TF-CBT, which 
included CFT. This pilot study makes a unique contribution to knowledge by 
examining the impact CFT has when used as a therapeutic intervention for 
FSP. The paper debates whether using CFT as an adjunct to TF-CBT to 
cultivate self-compassion, can enhance the use of TF-CBT for FSP. 
 
Contribution and critique of the Beaumont, Durkin, McAndrew and 
Martin (2016) study 
This study contributes to the body of trauma knowledge by introducing 
academics and researchers to issues surrounding FSP, who as a result of 
their job may experience trauma symptoms, low levels of self-compassion and 
experience negative emotions such as shame and guilt. The study examines 
the impact CFT has on FSP (Objective 1) and provides preliminary evidence 
to suggest that FSP may benefit from therapeutic interventions aimed at 
cultivating self-compassion.  
Emotions, such as shame, guilt, and disgust may occur in addition to 
fear in trauma populations, which can inhibit recovery, if the individual feels no 
compassion for themselves (Balcom et al., 2000). This is important because 
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cultivating compassion for one’s own suffering may be achieved by 
incorporating interventions into psychotherapy, which activate the 
soothing/affiliative and safeness system.  
This is the first study to examine the impact of incorporating CFT into a 
TF-CBT programme using a sample of FSP. There is a growing body of 
evidence within the therapeutic community, which suggests that developing 
feelings of compassion can aid mental well-being. Learning to self-soothe in 
response to threat, shame and self-critical judgement may help FSP who bear 
witness to suffering. Using CFT as an adjunct to TF-CBT may therefore 
enhance the use of CBT for FSP.  
Whilst this paper opens this discussion and provides some preliminary 
evidence to suggest that FSP may benefit from therapeutic interventions 
aimed at cultivating self-compassion, there are limitations to consider. 
Participants were allocated to a therapy group depending on the type of 
trauma they experienced, as opposed to being allocated after baseline scores 
were collected. Flaws of this nature can be an issue in research (Clark & 
Mulligan, 2011; McLeod, 2011). However, proof of concept was demonstrated 
in principle and the authors propose that a full-scale adequately powered and 
with sufficient sample size Randomised Control Trial be carried out, to 
address the limitations inherent in this preliminary investigation.   
A further consideration is that a positive therapeutic outcome may have 
occurred as a result of the therapeutic alliance. One psychotherapist 
administered the treatment interventions in both groups, and whilst this was 
sufficient for this preliminary study, the therapeutic relationship could have 
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been a contributing factor that instigated change scores on the psychometric 
scales.  
Consideration also needs to be given to potential ‘dosage’ issues. For 
example, participants in the combined group received a different dose of TF-
CBT in comparison to the TF-CBT only group. A possible solution is that a 
uniform structure of therapy be delivered by a variety of psychotherapists, 
which can achieve high implementation fidelity.  
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Paper 3: Beaumont, E., Hickey, A., McAndrew, S., Goldman, S., & Warne, 
T. (2016). Minding the gaps: Using narrative accounts to explore people’s 
experiences of using North Staffs MIND’s Adult Counselling Service. Journal 
of Counselling and Psychotherapy Research, 16(4), 298-306. 
 
Study overview 
 
This study reports on a narrative case study research project, which aimed to 
examine the impact counselling and psychotherapy had on the lives of service 
users who attended MIND, which is a voluntary service. Themes were 
identified, with one theme ‘love is in the air’, promoting the idea, that being in 
receipt of compassion may increase levels of altruistic behaviour, and 
compassion for other peoples’ suffering. This is relevant within this body of 
published works, because it examines the impact that counselling and 
psychotherapy has on service users who feel they have received 
compassionate care (Objective 2). Beaumont, Hickey et al. (2016), propose 
that being in receipt of compassion from others increases service users ability 
to provide support to other people and may help them to develop a sensitivity 
to suffering, which augments the work of Gilbert (2009; 2010). Three 
participants commented: 
“Her involvement made me want to do something, made me want to 
give something back and consequently now I do various tasks, 
voluntarily, trying to sustain this service for other people” (Brian).  
 
“Because she helped me so much, it makes me think that I want to do 
that for other people” (Melanie) 
 
“I thought this company have offered me this woman. She has given 
her time up to see me and they have opened the door to me…..I’m still 
here now, I do raffles and raise money for them” (Sandra)  
 
Participants also spoke about their experiences of the organisation with one 
participant reporting: 
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“There’s just something brilliant about this place. The whole place is 
just, it’s a nice place to be when you’re fighting a big battle. You can be 
a lot more vulnerable than you think, and this place, I truly believe it 
saved my life” (Jack). 
 
The quotations from Brian, Melanie, Sandra, and Jack have resonance with 
elements of CFT, demonstrate the flow of compassion, and highlight the 
importance of compassion in organisations.  
 
Contribution and critique of the Beaumont, Hickey et al. (2016) study 
The service user movement is viewed by many as being the way forward in 
helping to develop a contemporary agenda within healthcare (Chambers & 
Hickey, 2012). The literature, however, indicates that there are still gaps in 
which the client's view of voluntary services needs to be heard (Duncan & 
Miller, 2000; Lambert, 2007; McAndrew, Hickey & Beaumont, 2015).  
In light of this assertion, this study contributes to existing knowledge by 
providing a narrative case study regarding service user experiences of a 
voluntary mental health service. Post-therapy, some service users reported an 
increase in altruistic behaviour, thus demonstrating the notion of compassion 
as a flow. That is, some participants reported the desire to return as 
volunteers to the charity, which exhibits character traits of humanity and 
compassion.  
Narrative case studies can help inform practitioners and policymakers 
and can be empowering for service users. In the current climate, examining 
how service users feel when they have experienced compassionate care is 
important, especially when there are debates regarding the deficits, blocks, 
and lack of compassion in healthcare settings (Beaumont, Irons et al., 2016; 
Care Quality Commission, 2011; Crawford et al., 2014). By highlighting good 
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practice based on service user evidence, leaders within organisations such as 
the NHS, the voluntary sector, and education, can learn to create the 
conditions needed for healing to flourish (Crawford et al., 2014; Harris, 2007).  
From the evidence collected in this study, it appears that therapeutic 
interventions were tailor-made to meet the person’s needs using a pluralistic 
approach, rather than a particular model of therapy. Whilst tailoring therapy to 
meet the needs of the individual could be viewed as a strength of the research 
(McLeod, 2011), this study does not report findings regarding the specific 
treatment interventions used in therapy. It is therefore difficult to ascertain 
which interventions aided recovery. For example, the counsellors and 
psychotherapists could have used cognitive restructuring, behavioural 
activation, Socratic questioning or compassion focused interventions. Further 
research examining the process of therapeutic change is warranted.  
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Paper 4: Beaumont, E., Durkin, M., Hollins-Martin, C. J., & Carson, J. 
(2016a) Compassion for others, self-compassion, quality of life and mental 
well-being measures and their association with compassion fatigue and 
burnout in student midwives: A quantitative survey. Midwifery, 34, 239-244.  
 
 
Study overview 
 
Beaumont et al. (2016a) was the first study to measure relationships 
between compassion for others, self-compassion, self-kindness, self-
judgement, professional quality of life, well-being, burnout, and compassion 
fatigue (Objective 3), in a sample of midwifery students.  
Student midwives who reported high levels of self-compassion and 
well-being reported fewer symptoms of compassion fatigue and burnout. This 
study addresses the significant gap in the literature noted in sections one and 
two, with results promoting the idea that there could be some concerns about 
student burnout, self-judgement, self-compassion, and symptoms of 
compassion fatigue in this participant group. For example, just over half of the 
sample reported above average scores for burnout. This is important 
considering that in a recent NHS survey (2014), out of 203,000 staff who 
participated, almost forty percent reported suffering from stress related issues, 
which significantly impacted on their well-being.   
 
Contribution and critique of the Beaumont et al. (2016a) study 
Beaumont et al. (2016a) is a salient paper because the results indicate that 
student midwives who reported higher scores on the self-judgement sub-scale 
also reported lower levels of self-compassion, compassion for others and 
higher levels of burnout and compassion fatigue. This paper makes a 
noteworthy impact within the field of midwifery, because it led to discussions 
about how we can best prepare student midwives for the demands of 
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midwifery practice (Beaumont & Hollins Martin, 2016b). Sinclair, Raffin-
Bouchal, Venturato, Mijovic-Kondejewski and Smith-MacDonald (2017) cite 
Beaumont et al. (2016a) in their meta-narrative review suggesting that this 
paper is a seminal paper that makes a core contribution to the literature on 
compassion fatigue.  
Whilst compassion can be viewed as a virtue and is extremely 
beneficial to those in need, paradoxically, if compassion is not given to 
oneself in times of suffering, this can impact negatively on well-being (Figely, 
1995; Michalec, Diefenbeck, & Mahoney, 2013; Yang, Hargreaves & Bostrom, 
2014). This paper suggests that developing, creating, and cultivating 
environments that foster compassionate care for one’s self and others, may 
play a significant role in helping trainee midwives cope with the stressors of 
the job and their education programme. This view is supported by the Nursing 
and Midwifery Council (NMC, 2015), who suggest that an important 
component of healthcare provision is to cultivate environments that nurture 
compassionate care. 
Beaumont et al. (2016a) has been referenced in midwifery and 
nursing literature in excess of 14 times to date (24th February 2017), by 
researchers who endorse the view that student midwives be introduced to 
interventions whilst training, which aim to help them manage work-related 
distress and that they be given education regarding the symptoms of 
compassion fatigue and burnout. Incorporating exercises into midwifery 
training programmes, which focus on self-care, could help students respond 
to self-judgement with compassion and arm them with the knowledge needed 
so that they are able to recognise ill health in themselves and colleagues. This 
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is important because recent research suggests that some midwives do not 
feel supported at work and report that they have experienced shame and fear 
when disclosing psychological distress to colleagues (Pezaro, 2016; Young, 
Smythe & Couper, 2015). Beaumont et al. (2016a) suggest that CMT may 
help furnish student midwives with strategies, which help them respond to 
their own suffering with self-compassion when faced with workplace stressors 
and traumas.  
In response to Beaumont et al. (2016a), the development of the 
Compassionate Mind Training Model for Healthcare Practitioners and 
Educators’ (Beaumont, 2016; Beaumont & Hollins Martin, 2016a; 2016b), 
was devised. This education strategy will be incorporated into practitioner 
training to help students prepare for the emotional demands of clinical 
practice (Objective 4).  
Beaumont et al. (2016a) addresses a potential gap in the literature, 
suggesting that incorporating CMT into a midwifery training programme, could 
help prepare students for the demands of practice and education. However, 
further research is needed to explore ‘why’ students felt the way they did. For 
example, unhealthy relationships or behaviours conducted inside or outside of 
the academic or workplace setting could have increased student’s 
vulnerability to stress related symptoms. Furthermore, whilst the sample size 
(n=103) in Beaumont et al. (2016a) was suitable for the purpose of a 
feasibility study, further studies may be needed to validate these findings 
through increasing participant numbers. The authors suggest that this can be 
achieved by collaborating with agencies across the UK.  
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Paper 5: Beaumont, E., Durkin, M., Hollins-Martin, C. J., & Carson, J. 
(2016b). Measuring relationships between self-compassion, compassion 
fatigue, burnout, and well-being in student counsellors and student cognitive 
behavioural psychotherapists. Journal of Counselling and Psychotherapy 
Research, 16(1), 15-23.  
 
Study overview 
Beaumont et al (2016b) was the first study to measure associations between 
self-compassion, compassion fatigue, well-being, and burnout in student 
counsellors and student cognitive behavioural psychotherapists (Objective 3). 
The findings indicate a statistically significant positive relationship between 
self-kindness, self-compassion, and increased well-being. Conversely, self-
judgement was associated with a self-reported increase in symptoms 
associated with compassion fatigue and burnout and low levels of well-being.  
Beaumont et al. (2016b) propose that student therapists may benefit 
from using interventions aimed at cultivating compassion and suggest that 
CMT be adapted, and incorporated into a practitioner training programme and 
its effectiveness measured using multiple research methods.  
 
Contribution and critique of the Beaumont et al. (2016b) study 
This study has initiated discussions regarding the importance of practitioner 
self-care and the implications of caring for others, but not ‘practising what you 
preach’. Although the findings from Beaumont et al. (2016b) indicate 
relationships between variables, they do not demonstrate cause and effect. 
However, the aim of the research was to examine whether associations 
between the variables existed. As a result of the correlations found in this 
study, an education model was designed (Beaumont, 2016; Beaumont & 
Hollins Martin, 2016a) that can be incorporated into psychotherapy training. 
The intervention was tested by collecting pre and post CMT data (Beaumont 
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et al., in press) to examine if the training increased levels of compassion and 
reduced self-critical judgement (Objective 4), thus addressing a gap in the 
literature.  
Beaumont et al. (2016b) made an impact within the counselling and 
psychotherapy community. For example, as a result of this paper, the 
researcher has been invited to provide a variety of workshops on the topic of 
trauma, stress, burnout, and compassion, for counselling and psychotherapy 
practitioners. Results were presented at a conference, and the author is 
consulting with staff within Greater Manchester Fire and Rescue Service and 
Greater Manchester Police, to discuss how best we can serve trainees in their 
organisations who may experience trauma-related symptoms.   
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Paper 6: Durkin, M., Beaumont, E., Hollins-Martin, C. J., & Carson, J. 
(2016). A pilot study exploring the relationship between self-compassion, self-
judgement, self-kindness, compassion, professional quality of life, and well-
being among UK community nurses. Nurse Education Today, 46, 119-114. 
 
Study overview 
Durkin et al. (2016) explored the relationships between self-compassion, self-
judgement, self-kindness, compassion for others, professional quality of life 
and well-being in a sample of community nurses (Objective 3). A cross 
sectional sample of registered adult community nurses (n=37) studying for a 
postgraduate diploma took part in this study. The paper suggests there may 
be concerns with the well-being of some of the nurses in the sample. Nurses 
in the sample who judged themselves harshly reported that this affected their 
emotional well-being, self-compassion levels, and compassion for others.  
 
Contribution and critique of the Durkin et al. (2016) study 
This pilot study has initiated discussions within the wider community regarding 
the importance of practitioner self-care and argues that even moderate levels 
of self-compassion may be linked to reduced levels of burnout. As a result of 
this paper, the research team have been asked to disseminate the findings to 
healthcare educators in the North West and provide workshops to nursing 
students.  
Durkin et al. (2016) propose that student nurses may benefit from 
being introduced to interventions that cultivate self-compassion. The findings 
merit further investigation, because the paper adds to the growing body of 
literature that considers self-compassion to be a healthy attribute for nurses to 
develop (Cornwell, Donaldson & Smith, 2014). Incorporating CMT into training 
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is one potential solution, which could help student nurses sustain levels of 
compassion for both self and others (Objective 4).  
This paper initiates a debate that community nurses may benefit from 
cultivating compassion and that compassion for others may be linked to 
compassion satisfaction. This is important when we consider relating the 
findings to a wider audience. For example, further evidence suggests that 
concerns over the well-being of nursing and midwifery staff exists in the UK. 
In a recent survey of NHS staff (NHS, 2014) almost forty percent reported 
having experienced job related stress.  
The small sample size (n=37) makes it difficult to generalise findings to 
other areas of the UK, and to allied nursing specialists. Nevertheless, the 
purpose of this pilot study was to investigate whether there is a potential need 
to equip student community nurses with interventions that aim to cultivate 
compassion. Hence, further research, which investigates whether CMT can 
be incorporated into training to help students in their quest to become a 
community nurse, was recommended. 
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Paper 7: Beaumont, E., Irons, C., Rayner, G., & Dagnall, N. (2016). 
Compassion Focused Therapy Training for Healthcare Educators and 
Providers: Does this increase self-compassion, and reduce self-persecution 
and self-criticism? Journal of Continuing Education in the Health Professions, 
36(1), 4-10.  
 
 
Study overview 
Beaumont, Irons et al. (2016) was the first study that measured whether a 
three day workshop on CFT/CMT would instigate changes in levels of self-
compassion, self-critical judgement, self-persecution and self-correction, in a 
sample of healthcare providers and educators. This is an important area of 
work, because earlier studies have found that practising compassion can lead 
to higher levels of compassion for others, sensitivity to suffering, motivation to 
help, and altruism (Breines & Chen, 2012; Condon, Desbordes, Miller & 
DeSteno, 2013; Wallmark, Safarzadeh, Daukantaitė & Maddux, 2013). The 
potential benefit of training healthcare practitioners in compassion focused 
practices is evidenced in this paper (Objective 1). In order to explore the 
impact compassion training had on healthcare educators and providers, a pre 
and post-training design was used. 
 
Contribution and critique of the Beaumont, Irons et al. (2016) study 
This study was the first of its kind to focus on exploring the impact CFT had 
on healthcare educators and providers’ levels of self-compassion, self-
persecution, and self-critical judgement. The study recognises that CFT/CMT 
may be of benefit to healthcare practitioners. Recently researchers have 
examined factors that have a negative impact and can block compassionate 
care. For example, workload, time demands, staff absences, symptoms of 
burnout, stress and compassion fatigue, have been found to impact negatively 
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on the provision of compassionate care (Crawford et al., 2014; Figley, 2002; 
Francis, 2010). This unique study identified a shortage of published literature 
that has examined how healthcare professionals can be helped to cultivate 
and maintain compassion.  
A limitation of this study is that quantitative data was not collected to 
measure levels of compassion for others. For example, the Compassion for 
Others Scale (Pommier, 2011), could have been used to collect pre and post 
data. However a pragmatic approach was taken, whereby qualitative data was 
collected via a focus group post-training (this paper is currently under review), 
to examine the impact the training had on compassion levels.  
Future research, measuring compassion levels over a longitudinal 
period, using larger sample sizes, a control group and where training is off 
campus is warranted, to examine whether CFT/CMT can help educators and 
practitioners sustain levels of compassion. This is important especially as 
emerging research suggests that the cultivation of self-compassion may 
improve levels of compassion shown to others (Gustin & Wagner, 2013; 
Heffernan, Quinn-Griffin, McNulty & Fitzpatrick, 2010).  
The results from Beaumont, Irons et al. (2016) suggest that self-
compassion increased and self-critical judgement reduced post-training, 
however, there were no statistical significant differences in self-correction and 
self-persecution scores post-training. This may suggest that a 3-day training 
programme that aims to teach interventions that cultivate compassion is not 
enough to instigate statistically significant changes in self-persecution and 
self-correction scores. The findings also suggest that there may be inter-
professional differences between healthcare groups. For example, self-
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persecution scores increased post-training in the nurses and midwives group. 
This is potentially important because it suggests that for some participants, 
practising exercises, which aim to cultivate compassion, may bring them into 
contact with self-criticism and distress in the short term. Post-training scores 
may have increased because participants started to become more aware of 
something that pre-training they were disconnected from.  
Results of this preliminary study suggest the potential benefits of 
training healthcare educators and potentially healthcare students in 
compassion-based approaches (Objective 4). The findings also indicate 
differences in self-reported levels of self-critical judgement, self-persecution, 
self-correction, and self-compassion amongst this sample of healthcare 
educators. This may link to differences in professional training, the nature of 
professionals’ work related stress, or differences in the level of support 
received from colleagues, managers, supervisors or peers. Future studies, 
using a larger sample size could explore these findings in detail, and if 
replicated, investigate what might account for these differences.  
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Paper 8: Beaumont, E., & Hollins Martin, C., J. (2016a). A proposal to 
support student therapists to develop compassion for self and others through 
Compassionate Mind Training. The Arts in Psychotherapy, 50, 111-118.  
Study overview 
As a result of the findings from the earlier studies, Beaumont and Hollins 
Martin (2016a) offer an outline of an intervention strategy for student 
counsellors and student psychotherapists, which incorporate compassion-
based interventions into an education programme (Objective 4). Beaumont 
and Hollins Martin (2016a) offers a unique contribution because it is the first 
published paper which aims to adapt and use an intervention that has been 
found helpful in clinical populations, with student therapists. Organisational, 
academic, placement, supervision, and personal demands can impact on 
student well-being (Reeves, 2012). Beaumont and Hollins Martin (2016a) 
offer a creative training programme that has potential to help student 
therapists face such demands. Additionally, the paper discusses issues 
surrounding job related-stress, burnout, empathic distress fatigue (Klimecki & 
Singer, 2012) and compassion fatigue, all of which can result from witnessing 
the trauma stories of others (Figey, 2002). Given that the curricula for 
counselling and psychotherapy training programmes are demanding, this is 
pertinent. However, practising interventions aimed at enhancing practitioner 
levels of self-care may be time consuming and therefore may not be seen as 
a priority by educators or practitioners (Christopher, Christopher, Dunnagan & 
Schure, 2006). This view is echoed by Sapienza and Bugental (2000) who 
state: 
“Many of us have never really learned how to take the time to care and 
to nourish ourselves having been trained to believe this would be 
selfish or that there is no time for this when there is so much else to 
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handle. Nor have most psychologists taken the time to develop 
compassion for themselves, and compassion for their own wounds” 
(p.459). 
 
Beaumont and Hollins Martin (2016a) recognise that there may be a 
potential gap in some psychotherapy/counselling training programmes, where 
‘practising what you preach’ by ‘being kinder to oneself’ may take a back seat 
in the minds of students. This paper outlines an education strategy, which has 
potential to help students take care of themselves, which in turn may help 
them as they strive to provide better care for their clients. 
 
Contribution and critique of the Beaumont and Hollins Martin (2016a) 
study 
Therapist self-practice and self-reflection is essential (Bell et al., 2016; 
Bennett-Levy, Thwaites, Haarhoff & Perry, 2015), given the distinctive 
demands faced by student therapists (Beaumont, 2016). To date no research 
study exists that examine whether incorporating CMT into psychotherapy 
training, enhances self-care, increases levels of compassion, and reduces 
self-critical judgement.  
Beaumont and Hollins Martin (2016a) put forward a framework, to 
adapt CMT and introduce it into therapist training as a potential means of 
increasing compassion for self and others. This paper coincides with the 
publication of a study by Bell et al. (2016), who adapted a CFT intervention to 
examine whether introducing CBT students to the notion of an ‘internal 
supervisor,’ supports them on their CBT journey. A similar concept was used 
by Beaumont et al. (in press), although the term ‘internal compassionate 
CBT coach’ was used. The findings from Beaumont et al. (in press) and Bell 
et al. (2016) suggest that using an ‘internal supervisor/internal compassionate 
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CBT coach’ helped students reflect on their training, personal life and client 
work. This augments the work of Beaumont and Hollins Martin (2016a) who 
suggest that incorporating interventions aimed at cultivating compassion into 
training, has the potential to fill a gap in counselling and psychotherapy 
training programmes where, personal therapy is not a requirement of the 
course. One could also argue that increasing levels of self-compassion could 
reduce self-critical judgement and help student therapists, who are enrolled 
on training courses, where personal therapy and experiential learning is a 
requirement of the course.  
The strength of this paper is that it explores a variety of issues that 
have potential to impact negatively on student therapists. For example, 
working with suicidal clients can present students with professional challenges 
(Reeves, et al., 2004). Beaumont and Hollins Martin (2016a) discuss the 
idiosyncratic demands that are unique to students aiming for a career in the 
caring professions, and present a creative intervention strategy that has 
potential to enrich student experience, increase well-being, and importantly 
address a gap in the literature. Patsiopoulos and Buchanan (2011) asked 
counsellors in their study “what’s so important about having self-
compassion?” One participant replied “three words: avoidance of burnout” 
(p.305). Beaumont and Hollins Martin (2016a) address this need by 
proposing that CMT be incorporated into a training programme to examine if it 
enhances levels of self-compassion, compassion for others and reduces self-
critical judgement (Objective 4). 
It could be argued that introducing CMT interventions into existing 
teaching curricula would be difficult, especially as the aim of counselling and 
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psychotherapy programmes is to equip student practitioners with the 
competencies needed to become an effective therapist. Nonetheless, 
therapist self-care and cultivating compassion for one’s own suffering could 
be viewed as a competency of being an effective therapist. This is important 
quite simply, because it may enhance the therapeutic relationship, encourage 
self-practice and self-reflection, provide students with an understanding of the 
process of therapy and enrich student knowledge regarding therapeutic 
interventions (Beaumont, 2016; Bennet-Levy et al., 2015).  
Beaumont and Hollins Martin (2016a) offer an overview of how 
academic, patient, organisational, and personal demands can influence 
practitioners. Discussed within are the detrimental effects that stress, 
compassion fatigue and burnout can have on therapists, and whether 
compassion can be taught to negate the deleterious impact of self-criticism. 
Figure 2 (reprinted with kind permission from Healthcare Counselling and 
Psychotherapy Journal), presents The Compassionate Mind Training Model 
for Healthcare Practitioners and Educators.  
Beaumont and Hollins Martin (2016a) offer a six-step framework, 
which can be incorporated into counselling and psychotherapy training 
programmes. Worksheets, including guided meditations and experiential 
exercises that have been created and designed for ‘The Compassionate Mind 
Workbook’ (Irons & Beaumont, 2017) can be incorporated into the education 
strategy (Appendix 6 lists the contents of the workbook). 
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Figure 2: Compassionate Mind Training Model for Healthcare Practitioners and Educators (Beaumont, 2016). 
Threat System 
Activated 
   Potential 
  Intervention 
Demands 
Academic/ 
educational 
Patient work 
Placement/ 
organisational 
Personal 
As a result, cognitive, behavioural, 
emotional and physical symptoms may 
be experienced including: Self-criticsim, 
shame, blame, guilt, anger, sadness, 
headaches, cynicism, depersonalisation, 
exhaustion, low energy,  feeling 
underappreciated/overworked,  
numbness, disillusioned, overwhelmed, 
reduced empathy,  loss of meaning and 
hope, pre-occupation with anothers  
trauma, concentration problems, easily 
startled, irritability, difficulty sleeping, 
intrusive images, helplessness,  
irritability,  social withdrawal,  
diminshed sense of safety, addictive 
behaviour, excessive emotional 
numbing, lack of self-care 
Stress; empathic 
distress fatigue;  
compassion fatigue; 
burnout 
Healthcare 
practitioner 
training 
Compassionate Mind Interventions 
include: Mindfulness and focused 
attention, soothing rhythm breathing, 
compassion focused imagery, creating a 
safe place, compassion as a flow, 
developing the compassionate self and 
ideal compassionate other, using 
compassion to explore and relate to 
different parts - multi-self, using 
compassion to engage with self-criticism, 
compassionate letter writing 
Psycho-education regarding 
the warning signs of stress, 
fatigue and burnout. 
Compassionate Mind Training 
(Gilbert, 2009): Introduction 
to the theoretical elements of 
the model. Exploration of how 
our sense of self is created 
through an interaction 
between our genes, social 
experiences and our emotion 
regulation systems  
Professional quality of life; 
wellbeing; 
resilience; 
enhanced compassion 
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Paper 9: Beaumont, E., & Hollins Martin C., J. (2016b). Heightening levels 
of compassion toward self and others through use of Compassionate Mind 
Training. British Journal of Midwifery, 24(11), p3-12.  
 
 
Study overview 
Beaumont and Hollins Martin (2016b) propose an education strategy for 
student midwives, which has the potential to have a positive impact upon 
compassion levels (Objective 4). This paper is similar to Beaumont and 
Hollins Martin (2016a) but focuses on a training programme for student 
midwives, which is part of this research strategy and thesis journey.  
Stress experienced from continual exposure to traumatic events may 
lead to emotional difficulties and a reduction in compassion. Introducing 
student midwives to interventions, which aim to promote compassion has 
potential to help furnish midwifery students with strategies that may help them 
respond to self-critical judgement using a compassionate mind.  
 
Contribution and critique of the Beaumont and Hollins Martin (2016b) 
study 
Klimecki and Singer (2012) propose that compassion fatigue/empathic 
distress fatigue may be prevented by using exercises that stimulate the neural 
pathways linked with compassion, empathic concern, positive feelings, and 
altruistic behaviour. Therefore, examining interventions that aim to promote 
self-care and cultivate self-compassion warrants consideration. Table 4 
outlines the CMT implementation strategy, which is discussed in the 
Beaumont and Hollins Martin (2016b) paper. 
The Nursing and Midwifery Council (NMC) recognises the importance 
of working in environments that foster compassionate care (NMC, 2015), 
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which makes considering an intervention that develops compassion relevant. 
In place of blaming individuals for their lack of compassionate care, instead 
Beaumont and Hollins Martin (2016b) propose that CMT has potential to 
help student midwives cultivate compassion and build resilience. In the 
current climate, it is timely and appropriate for educators to explore concepts 
of compassion in greater depth. This paper discusses a variety of topics 
relevant to midwifery education, including organisational, academic and 
placement demands, which are important concepts for midwifery educators to 
consider. It should be noted that organisational issues, such as workplace 
bullying and shift work could also impact negatively on student midwives. 
These factors can make introducing CMT into midwifery education 
programmes complex. In response and to identify related factors, Beaumont 
and Hollins Martin (2016b) suggest that training could be conducted using a 
pilot study and its effectiveness measured using a multiple method research 
design. It is judicious and appropriate for midwifery educators to examine 
whether CMT can help student midwives cultivate compassion. 
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Table 4: Compassionate Mind Training Implementation Strategy for Student Midwives 
Session number Outline of the additions to the programme based on Gilbert’s (2009, 2014) model 
1. Psycho-education: Key 
elements of CMT  
 
 
Introduced in year 1 of the curriculum  
 A variety of definitions of compassion will be explored 
 Students will be introduced to the core theoretical elements of the CMT model 
 Students will be introduction to the 3 circles model (threat, drive and soothing) 
 Discussion regarding ‘our tricky brain’. E.g., we are all prone to rumination and self-criticism 
 Students will be introduced to the two psychologies of compassion 
2. Psycho-education & 
developing the compassionate 
self   
 
Introduced in year 1 of the curriculum 
 Discussions regarding bearing witness to trauma, self-care and the symptoms associated with 
stress/burnout/empathic distress fatigue/compassion fatigue will take place 
 Students will be introduced to exercises that aim to develop the compassionate self  by recalling 
memories of times when they have offered compassion to others and received compassion from 
others 
3. Formulation: Understanding 
yourself 
 
 
Introduced in year 2 of the curriculum 
 Discussions regarding how our life history and early experiences shape who we are 
 Students will reflect on the potential strategies that they have used to protect themselves as a 
result of their life experiences  
 Exploration regarding the qualities of compassion and an introduction to the fears, barriers and 
blocks to compassion will take place 
4. Cultivating and building 
compassionate capacities 
 
 
Introduced in year 2 of the curriculum 
 Students will be introduced to Mindfulness and Focused Attention 
 Students will be introduced to SRB and safe place exercises 
 Imagery exercises will be used to stimulate the self-soothing system 
 Students will create an ideal compassionate self, compassionate other or compassionate team 
 Students will be introduced to exercises which demonstrate the 3 flows of compassion 
5. Building compassionate 
capacity using behavioural 
practices 
 
 
Introduced in year 3 of the curriculum 
 Discussions regarding how we can direct compassion to our ‘inner critic’ with a focus on 
behaviour change and internal dialogue will take place 
 Students will be introduced to the concept of method acting – ‘experiencing their best 
compassionate self’ 
 Students will practise compassionate assertiveness using role play scenarios 
 Experiencing acts of kindness - both for self and others 
6. Using the compassionate mind 
to engage with difficulties 
 
Introduced in year 3 of the curriculum 
 Students will be introduced to interventions (e.g., chair work) which engage the angry-self, sad-
self and anxious-self 
 Students will examine and discuss ways of coping with potential setbacks 
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Paper 10: Beaumont, E., Rayner, G., Durkin, M & Bowling, G. (in press). 
The effects of Compassionate Mind Training on student psychotherapists. 
Journal of Mental Health Training, Education and Practice. 
Study overview 
Beaumont et al. (in press) examine whether CMT increases self-
compassion, compassion for others and dispositional empathy and reduces 
self-critical judgement in a sample of student cognitive behavioural 
psychotherapists (CBP’s) (Objectives 1 and 4).  
A multiple method study was used whereby data was collected in two 
phases. The results from the quantitative analysis are reported in this paper 
and a second paper is currently under review, which examines the qualitative 
findings collected via a focus group post-training. Quantitative data were 
collected using the Self-Compassion Scale (Neff, 2003), Interpersonal 
Reactivity Index (IRI) (Davis, 1980) and the Compassion for Others Scale 
(Pommier, 2011).  
A variety of interventions aimed at increasing levels of compassion and 
reducing self-critical judgement were used to examine the impact CMT had on 
students. For example, students were asked to reflect on the differences 
between self-critical language and self-compassionate language and were 
introduced to imagery techniques and compassionate letter writing. Students 
also used an ‘internal compassionate CBT coach’ to help them reflect on their 
training. Table 5 offers on outline of some of the interventions used by 
Beaumont et al. (in press). 
Student counsellors and psychotherapists bear witness to the suffering 
of others and aim to help ease the emotional distress experienced by their 
clients/patients. In this context, self-care is imperative, especially as listening 
71
to the trauma stories of others may lead to heightened levels of self-critical 
judgement. Beaumont et al. (in press) discuss potential supervision issues, 
for example, students who feel judged by their supervisors may experience a 
threat response, which leaves them feeling incompetent. This in turn may lead 
to non-disclosure during supervision, with student’s fearfulness causing them 
to conceal their perceived inadequacies. Beaumont et al. (in press) 
suggests that CMT has potential to encourage self-acceptance, equip 
students with the tools needed to manage distress and help students cultivate 
compassion. Developing such skills may help students gain more value from 
supervision and psychotherapy training.
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Table 5: Compassionate Mind Training additions to the Post Graduate Diploma in Cognitive Behavioural Psychotherapy 
 
Training Overview Compassionate Mind Training (based on Gilbert’s 2009; 2014 model) 
Psycho-education 
and the flow of 
compassion. 
 
 Definition of compassion 
 Student therapists were introduced to the core theoretical elements of Gilbert’s (2009; 2014) theory 
 Students were introduced to the 3 circles model (threat, drive and soothing) 
 Discussions took place regarding ‘our tricky brain’. E.g., we are all prone to rumination and self-criticism 
 Students were introduced to Mindfulness, SRB and the three flows of compassion  
Psycho-education.  
Trauma and self-
care. 
Creating a 
compassionate self.   
 Discussions regarding self-care and the symptoms associated with stress/burnout/empathic distress 
fatigue/compassion fatigue took place 
 Students created a safe place – a place in the mind that produces affiliative feelings  
 Using memory and imagery to cultivate compassion. Students were introduced to the concept of method acting 
 The qualities of compassion were explored and discussions regarding fears and blocks to compassion took place 
Formulation. 
Developing the skills 
of compassion. 
 Students reflected on how early experiences impact upon how they view themselves 
 Timeline exercise – students offered compassion to the younger learner 
 Students were introduced to the skills of compassion and spent time writing compassionate letters - focusing on 
psychotherapy practice and learning on the programme 
Using compassion to 
engage with self-
criticism. 
 Discussions took place regarding the functions of self-criticism. Self-correction vs self-persecution and the impact of 
shame 
 Students created an ‘internal compassionate CBT coach’ and used this to enhance compassionate thoughts in 
relation to psychotherapy practice and learning on the programme 
CFT within the 
therapeutic arena. 
 Discussions surrounding the potential benefits of using CFT as an adjunct to CBT took place 
 Research evidence surrounding CFT was examined 
 Students spent time reflecting on self-compassionate language vs self-critical - ‘the bully within’ 
Engaging with 
difficulties using a 
compassionate 
mind-set. 
 Challenges to compassion were examined (e.g., examining thoughts such as, “I’m not good enough to do CBT”)  
 Discussions and exercises were used to examine how the compassionate mind can be used to engage with the 
angry-self, sad-self, critical-self and anxious-self  
 Students created cue cards with compassionate statements on and read the statements to a partner, mirror or 
camera phone 
 Reflecting compassionately on practice. Students used their ‘internal compassionate CBT coach’ to set homework 
tasks that aimed to increase self-compassion, self-practice and self-reflection 
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Contribution and critique of the Beaumont et al. (in press) study 
Beaumont et al. (in press) addresses a gap in the literature with few studies having 
investigated how psychotherapists employ self-compassion (Patsiopoulos & 
Buchanan, 2011), and is unique because it is the first study to examine the impact 
CMT has on student psychotherapists.  
Self-care is viewed as a critical component in the prevention of harm to clients 
and is an ethical imperative for psychological practitioners (Barnett et al., 2007).  
Beaumont et al. (in press) adapted and incorporated CMT into practitioner training, 
thus encouraging student therapists to focus on self-care, self-acceptance and self-
practice. This is important because Gilbert and Choden (2013) suggest that 
individuals may experience symptoms of stress if they have high levels of 
compassion for others but lack self-compassion.  
Self-compassion increased post-training and self-critical judgement reduced 
post training. Compassion for others increased post-training but scores did not reach 
statistical significance. Scores possibly did not reach statistical significance, due to 
either the small sample size, or the high scores reported by participants at the pre 
intervention stage. This is important because one would expect high levels of 
compassion for others in students wanting a career in counselling and 
psychotherapy.  
Beaumont et al. (in press) do not report findings from a control group and 
therefore the results from this study make it difficult to establish whether the CBT 
programme alone would help students develop compassion and reduce self-critical 
judgement. However, this preliminary study provides evidence to suggest that 
students found benefit from CMT. Hence, further exploration of these factors is 
recommended using a larger sample size, a control group and whereby data can be 
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collected over a longitudinal period, to examine the impact of CMT on well-being 
long term. 
 
Summary of Section Three 
 
Existing literature focuses on ‘whether’ and ‘why’ there may be a need to cultivate 
compassion and a need for utilising self-care strategies in the helping professions, 
but there is an absence of literature examining ‘how’ and ‘what’ can be done to help 
cultivate compassion within caregiving populations, and also for ‘whom’ training 
would benefit. Building on existing knowledge and considering this gap in existing 
literature, this body of works addresses these issues and seeks to move the field of 
compassion forward by examining the impact CFT/CMT has on individuals working 
in the helping professions, thus bridging a gap between theory and practice.  
Collectively, this body of works makes a unique contribution to knowledge by 
creating and testing an education strategy, which may help individuals cultivate 
compassion. This is achieved by examining how educators and clinicians can help 
individuals cultivate compassion and build resilience via self-reflection and self-
practice. This is also accomplished by demonstrating that CFT/CMT can be used as 
an adjunct to therapy and can be adapted and incorporated into Higher Education 
training programmes, for individuals embarking on a career in the helping 
professions.  
Paper one (Beaumont & Hollins Martin, 2015) offers an overview of the 
current state of knowledge to date regarding CFT/CMT. This narrative review 
examines the effectiveness of CFT/CMT and discusses the impact that CFT/CMT 
had on individuals in clinical populations (Objective 1). 
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The evidence in paper two (Beaumont, Durkin, McAndrew & Martin, 2016), 
demonstrates that adding CFT to TF-CBT has comparable outcomes to TF-CBT in a 
sample of FSP. The paper provides some preliminary evidence to suggest that FSP 
may benefit from therapeutic interventions aimed at cultivating self-compassion, as 
there was a statistical significant difference in self-compassion levels post-therapy in 
the combined group (Objective 1). 
Paper three (Beaumont, Hickey et al. 2016), uses a qualitative narrative 
case study approach to examine the impact that counselling had on service users 
(Objective 2). Results demonstrate a flow of compassion, highlighting the impact 
receiving compassionate care had on service users’ desire to show compassion for 
others, with many keen to ‘give back’ to the service that helped them manage their 
own suffering. 
This body of works suggests that concerns in existing literature surrounding 
work-related stress, burnout, compassion fatigue, well-being, professional quality of 
life, levels of self-compassion, and self-critical judgement are warranted in 
populations that provide care for others (Objective 3). This is evidenced in papers 
four, five and six (Beaumont et al., 2016a, 2016b; Durkin, et al., 2016).  
Paper seven (Beaumont, Irons et al., 2016), examines the impact 
compassion training had on healthcare educators and providers’ levels of self-
compassion, self-critical judgement, self-persecution, and self-correction, pre and 
post-training (Objective 1). Self-compassion scores increased post-training and self-
critical judgement reduced post-training in all groups.  
Papers eight and nine (Beaumont & Hollins Martin 2016a, 2016b), discuss 
the idiosyncratic demands that students pursuing a career in the helping professions 
face and suggest that CMT can be incorporated into practitioner training, to promote 
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self-care and help students build resilience. The Compassionate Mind Training 
Model for Healthcare Educators was designed and tested to address concerns 
surrounding practitioner well-being (Objectives 1 and 4). Paper ten (Beaumont et 
al. in press) reports the findings from a study that introduced CMT to a sample of 
student CBP’s. Self-compassion levels increased post-training and self-critical 
judgement reduced post-training, suggesting that students found benefit from CMT. 
Practical exercises from ‘The Compassionate Mind Workbook’ (Irons & Beaumont, 
2017) were used in the study providing example templates for educators, clinicians, 
and students.  
In section four, ethical considerations and methodological issues will be 
examined. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
77
Section 4: Ethical considerations, methodological issues, and limitations 
In this next section, ethical considerations, methodological issues, and thesis 
limitations will be discussed. 
Ethical considerations 
Although psychotherapists make informed decisions in the best interests of their 
clients, they need to ensure that their theoretical work has been applied and tested 
by research and need to exercise reasonable care within the therapeutic arena that 
meets professional standards (Bond, 2010). Ethical issues considered in this body of 
work consisted of the following;  to have respect for autonomy, protect and preserve 
confidentiality, have an ethical commitment to doing good (beneficence), to act in the 
best interest of individuals, to commit to safeguard the welfare of participants by 
storing data securely and to avoid harm (Beauchamp & Childress, 2008). An 
example that demonstrates an ethical commitment to doing good and avoiding harm 
was achieved within the FSP study (Beaumont, Durkin, McAndrew & Martin, 
2016). For example, a decision was made when designing the study to add the 
“new” intervention (CFT) to CBT rather than providing CFT as a standalone therapy. 
CBT and EMDR practitioners are well placed to satisfy the ethical principle of doing 
good in relation to PTSD, because the National Collaborating Centre for Mental 
Health (2005) recommends CBT or EMDR as first-line therapies for trauma. 
Withholding first-line trauma treatments from clients in this instance could have 
violated the ethical commitment to doing good and avoiding harm. Furthermore, 
within the same study, to protect client anonymity, qualitative data that had been 
collected from FSP (and provided evidence regarding CFT), was not reported 
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because the findings could potentially have revealed the identity of some 
participants. FSP had been referred for psychotherapy following a tragic incident 
where a fire-fighter had lost his life, thus reporting the qualitative findings from this 
study would not have been in their best interest. 
Respect for autonomy involves respecting an individual’s rights to be self-
governing (Bond & Dryden, 2012). This was achieved by putting clients in charge of 
making decisions that relate to them.  
Bond and Dryden (2012) suggest that: 
“One of the basic ways of demonstrating respect for autonomy is to be 
attentive to seeking the clients consent to the term on which therapy is being 
offered” (p.402).  
Psychotherapists aim to protect client autonomy by ensuring that clients are 
informed about who their psychotherapist is accountable to and what type of 
information may be disclosed about them. Clients were given this information prior to 
commencement of therapy.   
The author worked in collaboration with her clients, created appropriate 
expectations (Bond & Dryden, 2012), refined assessments and formulations (Corrie 
& Lane, 2011) and focused on building good therapeutic relationships. Additionally, 
the author received clinical supervision and attended professional development 
courses, which helps protect clients from harm, helps practitioners to keep up to date 
with new psychotherapy developments, and is a requirement of professional bodies 
such as, the British Association for Behavioural and Cognitive Psychotherapies 
(BABCP) (Corrie et al., 2008).  
Ethical approval (Appendix 4) was sought and granted for all research studies 
(Beaumont et al., 2016a, 2016b; Beaumont, Hickey et al., 2016; Beaumont, 
Durkin, McAndrew & Martin, 2016; Beaumont, Irons et al., 2016; Beaumont et 
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al., in press; Durkin et al., 2016). Greater Manchester Fire and Rescue Service 
provided approval for the research project involving their employees (Appendix 5). 
Ethical approval was not needed for the theoretical papers (Beaumont & Hollins 
Martin, 2015; Beaumont & Hollins Martin, 2016a, 2016b).  
The author was aware of potential ethical issues surrounding dual role 
relationships in working with some participants (Beaumont et al., 2016a, 2016b; 
Beaumont et al., in press; Durkin et al., 2016). For example, there was an 
interrelationship between being a member of the research team and pedagogue. To 
manage this potential dual role, the author did not collect data directly from students 
she taught. This helps promote student autonomy and protect student identity 
(Aycock & Currie, 2013). This is also important because students may agree to take 
part in research projects to please or help the pedagogue, or may respond to 
questions in a way that they think is desired, which can undermine the validity of the 
findings (Perrier, Etchegary, Palarchio & Snelgrove, 2009). 
Dual roles that are not managed ethically can lead to unethical practice and 
ruptures in relationships. Whilst some researchers suggest that dual role 
relationships, such as, practitioner and researcher can be managed (Etherington, 
2000; Fleet, Burton, Reeves & DasGupta, 2016), others suggest that there is a 
potential for conflict when practitioners hold dual roles (Gabriel, 2005; McLeod, 
2006). For example, the duty of the researcher is to collect data and contribute to 
knowledge, whereas, the role of the educator or therapist is to act in the best interest 
of the individual in their care, protect them from harm and enhance their well-being. It 
is for this reason that the author acknowledged the interrelationships between self as 
educator, researcher and clinician and had minimal involvement with data collection. 
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For confidentiality reasons individuals who completed pre and post 
questionnaires wrote a pseudonym on their questionnaires to protect their anonymity 
and were asked to make a note of their pseudonym in case they wanted to request 
that their data be withdrawn from the study. This also allowed the researcher(s) to 
match post-questionnaires with pre-questionnaires. Questionnaires, which could not 
be matched were destroyed. To protect against a breach of confidentiality, all 
documentation was stored in a locked filing cabinet. Data collected was coded and 
information, which was stored on a computer, was password protected.  
Once the aim and purpose of the research had been explained and 
individuals had made an informed decision to participate, informed consent was 
gained from participants prior to data collection. This is essential, as researchers 
should have respect for autonomy, and enable individuals to make reasoned 
informed choices (Beauchamp & Childress, 2008; Bowling, 2002; Jenkins, 2007; 
Johnson & Long, 2007). Individuals were given information regarding the research, 
were given the opportunity to ask questions and were reminded that their 
participation in the research was voluntary.  
Participants were debriefed after each focus group, interview or questionnaire 
completion and were given the opportunity to ask questions. All participants were 
informed that they could have access to research findings and that they could 
withdraw their data. Participants who agreed to attend focus groups at the end of 
training and participants, who consented to meet for face-to-face interviews, agreed 
that the sessions could be recorded and transcribed verbatim. Participants 
understood that their personal details would not be revealed to people outside the 
project. Once the data had been transcribed, recordings were destroyed and the 
anonymised transcripts kept on password protected computers belonging only to the 
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research team. In line with the Data Protection Act (1998) and the protocol used 
within the School of Nursing, Midwifery, Social Work & Social Sciences at the 
University of Salford, data will be kept for 3 years. All participants were assured that 
the collection and use of data would only be used for the purpose for which consent 
had been given.  
BABCP ethical guidelines (2010) were adhered to and the author received 
monthly supervision from a clinical supervisor throughout the projects. All 
participants in the studies were informed at the beginning and end of the research 
that they could have access to research findings.  In addition, participants were 
informed that they had the right to contact the supervisor in the event of any query 
(there was no take up). 
Methodology and limitations 
A critique and discussion of each individual paper has been presented in section 
three. In this section methodological issues, rationale for data collection, research 
limitations, and personal reflection will be discussed. 
Whilst there has been an increase in interest in new therapeutic interventions, 
such as CFT, there remains a gap between practice and research (McLeod, 2011). 
From a practitioner’s viewpoint, one of the difficulties is that researchers and 
clinicians often have differing priorities and opposing paradigms. For example, 
research using large-scale studies provide evidence regarding which therapeutic 
interventions works for the ‘average client’ (McLeod, 2011). However, such studies 
risk generating league tables of therapies rather than considering processes of 
change and individual differences (Dryden, 2007). The Department of Health (DoH, 
2005) states: 
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“Research should attempt to derive generalisable new knowledge by 
addressing clearly defined questions with systematic and rigorous methods” 
(pg. 10).   
 
However, if research is conducted using large samples and Randomised Control 
Trials (RCTs) alone, then opportunities for debate and discussion regarding single 
case study methods, or service user reports may be missed. Margison et al. (2000) 
suggest that in comparison to RCTs, the therapeutic alliance is the best predictor of 
outcome. RCTs in counselling and psychotherapy face problems due to their poor 
success in predicting outcomes at an individual level, when data has been 
summarised at the level of group average scores (Margison et al., 2000). Pilot 
studies and case studies, reporting the views of students, educators, healthcare 
workers, and service users are therefore essential and add to the debate regarding 
how practitioners and educators can best serve the people in their care. For 
example, ‘practice based evidence’ provides a voice recognising that service users 
have first-hand knowledge of what works for them, what needs to be changed and 
why (Ryan & Morgan, 2004). 
Barkham and Margison (2007) suggests that practitioners may find it difficult 
to see the relevance of large-scale research findings when thinking about their own 
practice, and instead are more likely to want to understand why there is, or is not an 
improvement post-therapy. However, outside these criticisms if experimental 
research is not undertaken, therapeutic approaches will not be supported by fund-
holders. This in the long run will be detrimental to the psychotherapeutic profession 
(Hill & Brettle, 2006). Both outcome and process research is essential within 
education and psychotherapy because both introduce new debates, examine new 
theories, and have potential to offer a tool kit of educational and psychotherapeutic 
interventions for practitioners.  
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A strength of this body of works is that it embarks on a journey of discovery 
through using a variety of research methods in a sample population comprising of 
individuals working in the helping professions. For example, quantitative and 
qualitative data were collected in multiple method pilot studies, a narrative review, 
and case study research.  
 
Pragmatic paradigm 
 
Pragmatism as a philosophy originates from the work of Charles Sanders Pierce, 
who proposed that pragmatism was a theory of meaning that has application in the 
real world (Murphy, 1990). Pragmatists believe that the method is not as important 
as the problem and that researchers should use pluralistic approaches to understand 
the problem and search for meaningful solutions (Cherryholmes, 1992; Murphy, 
1990; Patton, 1990; Rossman & Wilson, 1985). According to Creswell (2003), 
“pragmatist researchers focus on the 'what' and 'how' of the research problem” (p.11) 
and provide a philosophical framework for mixed methods research (Somekh & 
Lewin, 2005; Tashakkori & Teddlie, 2003). Pragmatic researchers choose data 
collection and analysis of methods that provide insights into the research question. 
Pragmatists tend to reject the scientific notion that ‘truth’ about real world issues can 
be understood by scientific methods alone (Mertens, 2005; Robson, 2011; 
Tashakkori & Teddlie, 2003).  
A pragmatic approach was used throughout this body of works, whereby the 
researcher was not committed to any one system of philosophy and had freedom of 
choice, choosing methods and procedures that provided the best understanding of 
the research problem (Bryman, 2008; Mertens, 2005; Patton, 1990). The research 
question is deemed to be more important than either the method used “or the 
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paradigm that underlies the method” (Teddlie & Tashakkori, 2003, p. 20). This view 
is echoed by Erzberger and Kelle (2003), who relegate ontological and 
epistemological debates to the side-lines and instead argue that: 
“The selection of adequate methods should not be made mainly on the basis 
of sympathies toward a certain methodological camp or school. Methods are 
tools for the answering of research questions and not vice versa” (p. 482).  
 
‘Truth’ is what works at the time and pragmatic researchers are therefore open to 
using both quantitative and qualitative methods. Scientific enquiry is viewed as a 
process where procedures and norms are evaluated and revised in light of new 
experience. In this body of works, a pragmatic approach was taken when 
considering appropriate ways to examine if concerns in current literature regarding 
the well-being of student practitioners are warranted. Correlational data suggested 
that there were relationships between self-critical judgement, burnout and 
compassion fatigue. The next step in the research process was to adapt and test an 
intervention that aimed to cultivate compassion for self and others and test whether it 
improved well-being. Cherryholmes (1992) states that: 
“Pragmatic research is driven by anticipated consequences. Pragmatic 
choices about what to research and how to go about it are conditioned by 
where we want to go in the broadest sense” (p13).  
 
Many counsellors and psychotherapists are interested in research projects that have 
a pragmatic value. For example, asking themselves, does this piece of work have 
the potential to make a difference?  
Both qualitative and quantitative methods are of value to pragmatic 
researchers, clinicians and educators, because they offer research options (McLeod, 
2010). Findings from studies that have recruited large samples can be augmented by 
qualitative methods, which provide subjective information that quantitative methods 
lack. Many psychotherapists also value a pluralistic approach to psychotherapy, 
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believing that as human beings, individuals may need different psychotherapeutic 
interventions at different times in their lives.  
 
Rationale for data collection 
 
The quantitative studies presented in the body of work (Beaumont, Durkin, 
McAndrew & Martin, 2016; Beaumont et al., 2016a, 2016b; Durkin, Beaumont et 
al., 2016), utilised self-report questionnaires to measure variables. In this situation, 
an advantage of using a quantitative approach to collect data was ease of 
completion with anonymity easily maintained. This quantitative method aimed to be 
objective, theoretical, and empirical. Nonetheless, quantitative methods have 
limitations, for example, participants may respond to questions, which do not reflect 
their precise behaviour or emotions (Crowne & Marlowe, 1964) but instead, aim to 
please the experimenter. However, data collected quantitatively is of value especially 
when collating data from large sample sizes that can be generalised to similar 
populations.   
In contrast to quantitative data, qualitative methods offer rich, detailed 
subjective data regarding ‘lived experiences’, which can complement quantitative 
methods such as RCTs (Cooper & Reeves, 2012), because they fill gaps missed by 
collecting statistics alone (Creswell, 2003). Case studies are widely used across the 
social sciences and have become one of the most popular ways to do qualitative 
analysis (Stake, 2005; Yin, 2003, 2006), because they allow researchers to examine 
meaningful characteristics of real-life events (Yin, 2006). Case studies aim to 
highlight issues that have been neglected within research literature (McLeod, 2010) 
and have an important role in hypotheses testing and building theory (Hartley, 2004; 
Stiles, 2003; Yin, 2003, 2006). Few narrative case studies within psychotherapy 
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have been carried out, therefore having little impact on counselling and 
psychotherapy theory building and research (McLeod, 2010). Despite this, there is 
evidence that narrative case studies play an important role within psychotherapy. For 
example, collating accounts of service user views demonstrate ‘insider knowledge’ 
(McLeod, 2010), with clients sharing their knowledge about how they overcome their 
condition. 
Narrative case study data was collected to collate service users’ views of their 
experiences of therapy (Beaumont, Hickey et al., 2016; McAndrew, Hickey & 
Beaumont, 2016), and a quantitative case study approach was used to generate 
knowledge and debate regarding the value of using CMT as an adjunct to EMDR 
(Beaumont & Hollins Martin, 2013). Throughout the history of psychotherapy, case 
study research has provided information to clinicians regarding new treatment 
approaches. For example, Freud’s (1901; 1910) work on the early development of 
psychoanalysis. Wolpe (1958) reported case study research to establish the 
credibility of behaviourism and more recently, Shapiro (1989) used case reports to 
demonstrate the effectiveness of EMDR. Researchers may argue that case study 
material is unscientific and the findings not transferable to a wider population. 
However, in recent years systematic methods of case study research have been 
developed including theory-building case studies (Stiles, 2005; 2007), pragmatic 
case studies (Fishman, 1999), and narrative case studies (Etherington, 2000; 
McLeod, 2010).  
Widdowson (2011) argues that well-constructed case studies can be used as 
evidence for outcome change in therapy and that RCTs do not account for the 
complexity of therapy. Within the field of practitioner education, examining data from 
case studies is crucial because it encourages scholarly debate, provides educators 
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with opportunities to discuss case material in depth using a systematic approach, 
and offers students an opportunity to examine the process of change.  
Cooper and McLeod (2011) argue that policy makers have little interest in 
qualitative methodologies and suggest that qualitative studies within the field of 
counselling will only be viewed as supplementary to quantitative studies, such as 
RCTs. McGrath and Johnson (2003) propose that qualitative methods are inferior 
and argue that the counselling and psychotherapy profession is ruled by policy 
makers who value evidence based practice, with RCT evidence viewed as gold 
standard. Whilst health care provision is often commissioned on the basis of 
evidence based practice, where most interventions fit within a quantitative 
framework, this does not mean that qualitative methods are inferior.  
Beaumont, Hickey et al., (2016) collected qualitative data from service 
users. This type of data analysis is essential because the views of service users can 
be used to help empower others and can inform practice (Hollway & Jefferson, 
2000). Narrative accounts facilitate the story, allowing the voices of individual 
experiences to be heard and the points emphasised represent the choices made by 
the person telling the story, which adds to the richness of the data (Hollway & 
Jefferson, 2000; McAndrew et al., 2016; Polkinghorn, 1988).  
Two multiple method studies (Bryman, 2008; Morse, 2003) were conducted 
during the course of this thesis (Beaumont, Irons et al., 2016; Beaumont et al., in 
press), which was deemed a useful approach because it captures the best of both 
quantitative and qualitative approaches. Although this approach can be time 
consuming because researchers need to collect and analyse both quantitative and 
open-ended qualitative data, it is advantageous and was the best way to understand 
the research problem (Bryman, 2008).  
88
There is ongoing debate regarding the correct terminology for multiple method 
research, which can be misleading for researchers, educators, and clinicians. 
Robson (2011) and Harvey and Land (2017) for example, argue that multiple method 
research is sometimes referred to as mixed methods research, combined or blended 
research, multi-strategy research or mixed strategy research. On the other hand, 
Morse (2003) suggests that there is a distinction between multiple method and mixed 
methods. According to Morse, mixed methods research should aim to integrate two 
or more sets of data into a comprehensive whole, whereas multiple method research 
should be used in one project, reported separately and then the results triangulated 
to form a complete whole.  
Beaumont, Irons et al. (2016) used quantitative analysis to examine changes 
in levels of self-compassion, self-critical judgement, self-correction and self-
persecution in a sample of healthcare educators and providers. A follow up focus 
group examined what impact compassion training had on staff and their work with 
both clients and students. This was therefore a multiple method approach and 
presented the research team with the opportunity to collect and collate data in a way 
that worked to address the research questions, in line with a pragmatic philosophy. 
Beaumont et al. (in press) also used a multiple method design, collecting 
quantitative data to examine the impact CMT had pre and post-training on levels of 
self-compassion, empathy, self-critical judgement and compassion for others. A 
follow up focus group examined how the training influenced students’ study, their 
lives, and their practice. Using a pluralistic approach suited the author who enjoys 
the structure offered by quantitative research and the flexibility of qualitative 
investigation. Adopting a multiple method approach enabled the researcher(s) to 
collect data in a way that best works to address the research questions. Beaumont 
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et al. (in press) used a staged design involving two separate phases. Firstly, 
quantitative data was collected pre and post training, potentially aiming to generalise 
the findings to a wider population. Following on, qualitative data was collected via a 
focus group one month post training, with the aim of developing a comprehensive 
view of subjective experience. This approach captures both statistical data and 
valuable information regarding subjective experience. 
  Gorard (2004) suggests that using various methods in research is a "key 
element in the improvement of social science, including education research" (p.7), 
and argues that this type of research often has greater impact for two reasons; (1) 
because statistics and figures can be influential to policy-makers, and (2) because 
subjective stories may be easily remembered and used for illustrative purposes. 
Additionally, Gorard (2004) argues that such an approach to data collection "creates 
researchers with an increased ability to make appropriate criticisms of all types of 
research" (p. 7). The author’s opinion represents a pragmatic view and echoes the 
views of Creswell (2003) and Thomas (2003), who suggest that both qualitative and 
quantitative methods can be complementary and that researchers should select the 
most suitable method/s for each study. A strength of choosing to use a multiple 
method design is that the data can be collected at different stages of research 
(Bryman, 2008). Quantitative data was collected pre and post CMT training in papers 
seven (Beaumont, Irons et al., 2016) and ten (Beaumont et al., in press), and 
qualitative data was collected via focus groups a month after training. 
Incorporating different methods into research projects helps practitioners in 
their role as educators, because it ensures that student practitioners examine, reflect 
and debate the pros and cons of different methods and philosophical approaches, in 
order to consider ‘the best fit’ for them. The research reported in this body of work 
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also contributes to a wider audience (e.g., general public and organisations 
responsible for compassionate care), by providing a variety of outcome data, 
regarding interventions that may be used to help people in the helping professions 
cultivate compassion. Additionally, this Portfolio of Published Works contributes to a 
wider population by incorporating interventions into a self-help book (Irons & 
Beaumont, 2017), which offers a step-by-step guide to creating a compassionate 
self. As the use and effectiveness of compassion training are currently debated, this 
work is important.  
A limitation of this body of works is that despite setting out to use an approach 
that should be generalisable, the small sample sizes in some of the studies make it 
difficult to generalise the findings to a wider population. Additionally, all of the work 
took place within the North West of England, which makes it difficult to generalise 
findings to other locations. This is especially pertinent because the North of England 
tends to have higher poverty, crime rates, and incidence of trauma compared to 
other parts of the United Kingdom, which can influence the well-being of those who 
provide care for others. Further research using larger sample sizes, blue-light 
workers from around the United Kingdom, and multiple institutions could be 
conducted to examine whether a similar pattern exists elsewhere. In contrast, a 
strength of the body of this work is the collaborative nature of the research. This has 
been achieved by adopting a team approach, where organisations have supported 
this work at a macro level and educators and fellow practitioners have assisted in the 
organisation and delivery of an education programme that informs practice and 
encourages self-care at a micro level. Findings have been illuminating and working 
with other healthcare professionals and researchers has been challenging but 
rewarding. As a result, this has enriched the research reported in this thesis. Whilst 
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this series of papers reflect research partnerships with various collaborators, the 
author has undertaken the majority of the work and is the main contributor (see 
Appendices 2 and 3). 
 
Reflections 
 
The research presented in this thesis was completed over a seven-year period and 
therefore personal reflection on this period is warranted.  
Etherington (2004) argues that even the most objective researcher brings 
themselves, their personal knowledge and history into the research mix. Reflexivity is 
therefore essential, because it helps researchers to challenge and identify their 
assumptions. I use a reflective log to journal my personal and professional 
development, which is seen as good practice within the psychotherapeutic 
community, because it helps identify areas for self-development. Finlay and Gough 
(2003) argue that researchers are not detached experts, but instead are a “central 
figure who actively constructs the collection, selection and interpretation of data” (pg. 
5). Practitioners are morally required to question and debate (Martin, 2006), examine 
new data and theories, in addition to reflecting on their own strengths and areas for 
development with peers, colleagues, and supervisors.  
As a practitioner, I welcome debate regarding new developments in the 
therapeutic and research arena, viewing this as an essential part of an educator’s 
role. My first degree is in psychology and the teaching on that programme was very 
quantitatively biased. As I started on this research journey, I felt more at ease 
collecting quantitative data and the earlier studies in this Portfolio of Published 
Works reflect this (Beaumont et al., 2016a, 2016b; Durkin et al., 2016). However, 
the studies presented in this thesis do demonstrate development of research and 
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writing skills over the period of time. Critique, scholarly discussions, and knowledge 
of different research methods improved throughout the body of work and as a result, 
I have developed into a more rounded researcher. For example, recent research 
projects focused on collecting multiple method data (Beaumont, Irons et al., 2016; 
Beaumont et al., in press), and service user views (Beaumont, Hickey et al., 
2016). 
Working as part of a research team, taking a pragmatic approach also 
stimulated scholarly debate. A pragmatic approach was taken for the Beaumont et 
al. (2016a, 2016b) and Durkin et al. (2016) projects. For example, the research 
team wanted to examine relationships between variables in order to investigate 
whether concerns regarding the well-being of students pursuing a career in the 
helping professions are necessary. The findings suggest concerns in current 
literature are warranted and therefore an education strategy was designed 
(Beaumont & Hollins Martin, 2016a, 2016b) and tested (Beaumont et al., in 
press), to examine whether self-compassion can be cultivated. This led to the writing 
of a self-help book, which provides strategies that can help assist the flow of 
compassion (Irons & Beaumont, 2017).  
A potential bias that warrants consideration is allegiance bias, which was a 
term first coined by Luborsky, Singer and Luborsky (1975). Luborsky et al. (1975) 
proposed that results from intervention studies could potentially be distorted or 
contaminated by researchers theoretical or treatment preferences. This is an 
important albeit controversial topic, which according to Leykin and DeRubeis (2009), 
should not be embraced, or dismissed without considering how this can be 
measured in research. Wilson, Wilfley, Agras and Bryson (2011) suggest that a 
potential solution to this problem lies in balancing allegiances. Within this body of 
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works, I have worked with a variety of researchers and clinicians from a variety of 
backgrounds, potentially protecting against unconscious allegiance bias. Luborsky et 
al. (1999) propose that allegiance bias is evident when researchers compare their 
preferred treatment to a less effective treatment. This was not the case in this body 
of works because CFT was used as an adjunct to psychotherapies, which are first-
line trauma treatments, as evidenced by the National Collaborating Centre for Mental 
Health (2005). 
Embarking on doing a PhD by Published Works has been a rollercoaster ride 
at times. Opening up emails to find a paper has been returned for major revisions, to 
opening an email the following week to say a paper has been accepted, brings with it 
a variety of emotions, which triggered my own threat system. It has certainly 
reminded me to practise what I preach, by compassionately responding to my own 
self-criticism! I have learnt to be tenacious, to not take the peer review process 
personally and have embraced the review procedure. I have been grateful to 
reviewers who have given their time freely and as a result of their feedback 
publications have improved.  
As a result of my publications and as my reputation as a researcher has 
grown, I have provided reviews for journals. This, whilst time consuming has been 
very rewarding and has enhanced my learning. Working with other researchers and 
experts in their field has been illuminating also. I have learnt to be proactive, trust in 
my own abilities and trust in the research process. I have struggled on a number of 
occasions only to remind myself ‘I am where I am meant to be’. 
Initially, I set out to measure the impact and effectiveness of CFT/CMT in 
clinical settings for individuals referred with symptoms of trauma. I hit a roadblock 
after my first three publications (Beaumont et al., 2012; Beaumont & Hollins 
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Martin, 2013; Beaumont & Hollins Martin, 2015), because the next step I had 
initially wanted to take was to examine the effectiveness of CFT/CMT as a 
standalone trauma therapy. However, I decided that it would not be in my client’s 
best interest if I withheld recommended first-line trauma therapies, such as CBT and 
EMDR just because I was interested in examining the impact CFT had as a 
standalone therapy. Whilst I spent time reflecting on this roadblock, I reminded 
myself of the deficits and blocks to compassion in education, and my own journey as 
practitioner and educator, which also link with this work.  
My first teaching job was as a psychology teacher. Many of the students I 
taught had struggles at home and some were asylum seekers. For some students, 
English was their second language, which presented an extra obstacle for them. In 
target driven cultures, the needs of the minority can be overlooked. Students may 
enjoy a subject, but if they fail to meet target grades, they may be asked to leave the 
course, which may impact on their well-being.  
As an educator, researcher and practitioner, I want to make a difference, I aim 
to create opportunities in learning environments that encourage personal growth, 
and I believe that educators should examine innovative interventions, which may 
enhance student learning and student well-being. Creating learning environments 
where learning is journey focused rather than solely target focused is essential to 
me. I decided to leave the job because I wanted to create environments where every 
student felt heard, valued, and understood. Whilst this is the aim of all educators, it 
can be difficult for practitioners working in organisations that are purely target 
focused (Thorlby, Smith, Williams & Dayan, 2014), because this can create a 
competitive and potentially bullying environment, where both students and educators 
survive rather than thrive (Harris & Biddulph, 2000). 
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Compassionate pedagogy can help create a secure base for students, 
address imbalance in learning environments and aid intellectual growth (Goldstein, 
1999). As an educator and clinician, I challenge students to consider how they would 
behave, hear, work with, and respond to others when at their compassionate best 
(the best version of themselves). 
Encouraging students to identify any fears and blocks to learning can also 
encourage self-reflection and promote self-care. For example, students may have 
had bad experiences at school or college, which may prevent them fully engaging 
with their peers, lecturers, supervisors or clients. Helping students to bring self-
compassion to past painful memories relating to education may help them overcome 
these hurdles, and heal the suffering that they experienced as a younger learner. 
Whilst working in Higher Education a student (who has given my permission 
to write about this), spoke to me about the struggles she was having with her 
psychotherapy training. She had used an intervention with a client, which was not 
relevant to them and was struggling to stop a vicious cycle of rumination. This in turn 
had led to self-criticism, doubt and a reluctance to speak about her struggle with 
peers because she felt ashamed, “I should be better than this,” she said to me. This 
was not a life or death situation, she had made a mistake, which she could rectify as 
long as she had a good therapeutic relationship with her client (Cooper, 2008). As a 
result, she learnt a valuable lesson, that the therapeutic alliance is a key ingredient 
to recovery. I reminded her of a quote from Westbrook, Kennerley and Kirk (2007) 
 “If you forget to ask a particular question you can always come back to it later, 
whereas if you fail to respond with warmth and humanity to your clients, they 
may not come back at all!” (p.5) 
 
The student was struggling with incorporating self-care strategies in to her life, she 
was stuck in a cycle of self-critical rumination and lacked compassion for the 
96
suffering she was experiencing. This experience led me to question how other 
student healthcare professionals cope with the demands of practice and education, 
and whether the idiosyncratic demands this student group face, impacts on their own 
compassion levels and self-care.  
Using CMT in psychotherapy training to help students create affiliative 
feelings may enhance learning. This kind of pedagogy can help students be more 
mindful of the present moment, leaving space to connect with themselves, their 
peers and lecturers. For example, Beaumont et al. (in press) introduced students to 
reflective exercises and loving kindness meditations at the beginning and end of 
classes, thus promoting self-care and potentially increasing compassion for others.  
As I reflected on issues surrounding compassion and self-criticism in 
education, I also reflected on my experiences as a psychotherapist. Following a 
string of tragic incidents involving Greater Manchester Fire and Rescue Service I 
received a number of trauma referrals. As a practitioner, I have spent a great deal of 
time listening to many trauma stories. Whilst I received support from supervision, led 
a healthy lifestyle, and had plenty of support around me, I had started to feel nervous 
when traveling in the car. Many of the individuals I was working with therapeutically 
were not traumatised by incidents of fire, but by coping with nightmares and 
flashbacks as a result of witnessing horrific road traffic accidents. This realisation 
started a chain reaction as I reflected on the impact of trauma, self-criticism, self-
compassion, and shame in the helping professions as a whole. Was I feeling 
symptoms of secondary trauma? After speaking to a variety of healthcare care 
professionals and students, I volunteered to do a couple of classes on compassion 
fatigue, burnout, and well-being for an intake of student nurses. Many students 
nodded their heads in agreement, as I discussed issues surrounding compassion 
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fatigue, symptoms of stress and burnout. In an open discussion in class, some 
students reported feeling overwhelmed or not good enough, reporting that they were 
struggling to juggle a variety of roles and demands. This felt like a gift to me as a 
clinician, educator, and researcher and propelled me to examine these concepts in 
further detail, so that I could hopefully make a difference. This is evidenced in this 
body of works as I worked on a variety of projects with other clinicians, educators, 
and researchers to examine whether CFT/CMT can improve the well-being of 
individuals working in the helping professions.  
 
Summary of Section Four 
 
In this section ethical considerations, methodological issues, personal reflections, 
compassionate pedagogy, and limitations of the studies have been examined. In this 
body of works, data was collected using a variety of methods, which can be 
considered a strength of this thesis. 
Incorporating different methodologies into research projects helps 
practitioners in their role as educators, because it ensures that student practitioners 
examine, reflect and debate the pros and cons of different methods and 
philosophical approaches, in order to consider ‘the best fit’ for them. The research 
reported in this body of works also contributes to a wider audience because it 
provides outcome data regarding interventions that may help people cultivate 
compassion for their own suffering. As the use and effectiveness of compassion 
training are currently debated, this body of research provides information to 
individuals and a wider audience (e.g. organisations responsible for compassionate 
care), offering interventions that have the potential to cultivate compassion.  
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Section Five: Key thesis outcomes and recommendations for practice and 
future research 
 
In this final section, the thesis objectives are revisited and recommendations for 
further research are examined.  
 
The key objectives were to: 
 
1. Examine the effectiveness and impact of CFT/CMT. 
2. Examine the impact that counselling and psychotherapy has on service users 
who report they have experienced compassionate care.  
3. Examine relationships between self-compassion, compassion for others, well-
being, professional quality of life, self-critical judgement, compassion fatigue and 
burnout.  
4. Develop and test an educational model to help individuals training for a career 
in the helping professions, cultivate self-compassion, and reduce self-critical 
judgement. 
 
Outcomes 
 
The thesis demonstrates that the following key outcomes have been achieved 
through this Portfolio of Published Works. The effectiveness and impact CFT/CMT 
has on individuals in clinical populations, has been examined and measured 
(Objective 1) in papers one and two (Beaumont & Hollins-Martin, 2015; 
Beaumont, Durkin, McAndrew & Martin, 2016). The findings suggest that 
CFT/CMT can be integrated into psychotherapeutic frameworks. Results suggest 
that using CFT/CMT, as an adjunct to therapy was as effective as treatment as usual 
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and had a positive impact on self-compassion levels. Although the findings provide 
promising support for the utility of CFT/CMT, further research is needed to examine 
the individual contribution that CFT/CMT makes to recovery. The impact counselling 
and psychotherapy has on service users (Objective 2), was reported in paper three 
(Beaumont, Hickey et al., 2016). The findings suggest that some service users had 
a desire to give something back post-therapy, demonstrating altruistic behaviour and 
increased levels of compassion for others. In studies involving a sample of 
healthcare students (Beaumont et al., 2016a, 2016b; Durkin, et al., 2016), 
statistical analysis was applied to examine relationships between self-compassion, 
self-judgement, compassion fatigue, compassion for others, burnout, professional 
quality of life and well-being, with findings being presented in papers four, five and 
six (Objective 3). The results suggest that concerns in existing literature surrounding 
‘the cost of caring’ are warranted. The impact compassion training had, on 
healthcare educators and providers’ levels of self-compassion, self-critical 
judgement, self-persecution and self-correction (Beaumont, Irons et al., 2016), was 
examined in paper seven (Objective 1). There was no significant statistical 
difference in self-correction and self-persecution levels post-training. However, self-
compassion levels increased and self-critical judgement reduced post-training, which 
suggests that the training was beneficial and impacted on well-being. An educational 
model that incorporates CMT into practitioner training to help students cultivate 
compassion and manage the idiosyncratic demands of client/patient work was 
created and tested (Beaumont, & Hollins Martin, 2016a, 2016b; Beaumont et al., 
in press), in papers eight, nine and ten (Objectives 1 and 4).The intervention was 
tested by collecting pre and post data and demonstrated that incorporating CFT/CMT 
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into training may be useful in helping students face client, organisational, personal, 
academic and placement demands.  
In meeting the study objectives through the development and publication of 
the ten focused papers presented in this thesis, a unique contribution to current 
literature has been established. This portfolio includes the first published study that 
examined the impact CFT has on FSP, which contributes to existing trauma 
literature. The portfolio provides evidence to suggest that concerns in existing 
literature regarding healthcare professional’s well-being are warranted and presents 
an education programme, which can be incorporated into practitioner training, thus 
making a unique contribution to current literature. This portfolio of works bridges a 
gap between practice and theory by offering tested, practical ways of enhancing 
compassion in populations that may suffer as a result of bearing witness to trauma. 
In light of this burgeoning evidence base, I would make the following 
recommendations for future research and practice. 
 
Recommendations for future research and practice 
 
As a result of the findings in this Portfolio of Published Works, the following 
recommendations for future research are made:- 
• Further research is needed using a larger sample size and adequately 
powered randomised controlled trial, to examine the individual contribution 
CFT/CMT makes to recovery in FSP experiencing trauma-related symptoms, 
such as those commonly associated with PTSD. 
• A randomised control trial with an adequately powered sample, adhering to 
the CONSORT guidelines (Schulz, Altman & Moher, 2010) should be 
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conducted within the UK to compare CFT to alternative models of 
psychotherapy for trauma. 
• Longitudinal research (whereby quantitative, qualitative and follow-up data is 
collected over a period of time), is recommended to examine the impact 
CFT/CMT has on individuals in the helping professions throughout their 
careers. 
• Further research should be conducted to examine if CFT/CMT can help 
individuals in the helping professions sustain levels of compassion, and 
provide a defensive barrier against compassion fatigue and burnout. 
As a result of the findings in this Portfolio of Published Works, the following 
recommendations for practice are made:- 
• A disorder specific CFT therapy manual should be written that provides a 
guide to practitioners who want to incorporate CFT/CMT into their 
client/patient work. 
• Interventions from ‘The Compassionate Mind Workbook’ (Irons & Beaumont, 
2017), could be adapted and introduced into contexts such as educational 
settings and organisational workplaces.  
• CMT should be introduced into Higher Education to help individuals 
embarking on a career in the helping professions respond to self-critical 
judgement with compassion. 
• A questionnaire that enables practitioners to examine the individual 
contributions of CFT/CMT should be created to help researchers and 
clinicians examine what elements of CFT/CMT are most helpful and for 
whom. The author has created an example questionnaire (see Appendix 7). 
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Conclusions 
 
This thesis has examined the impact CFT/CMT has on populations who work in the 
helping professions. To achieve this, Paul Gilbert’s (2009; 2010) model of CFT and 
CMT was adapted. In doing this, I was able to address identified gaps in the 
literature and thus create this unique body of works. 
Midwives, FSP, nurses, counsellors, and psychotherapists bear witness to the 
trauma stories of others. If not managed, this may result in symptoms of stress, 
compassion fatigue, burnout, and higher levels of shame and self-critical judgement, 
which could impact on client/patient care, student experience, and student/staff 
retention rates. Given the difficulties that individuals in the helping professions face 
in their jobs, and the deleterious impact that self-criticism can have, it is essential 
that educators and healthcare providers examine evidence-based solutions. This 
portfolio of evidence offers a unique contribution to knowledge, by providing research 
evidence regarding the impact CFT/CMT has on individuals in the helping 
professions, thus providing a first step toward an evidence-based solution. 
Collectively, the publications in this thesis suggest that incorporating CFT/CMT into 
psychotherapy and healthcare practitioner training may be useful in helping 
individuals respond to suffering with compassion. 
In essence, CFT/CMT has potential to help individuals cultivate compassion 
and reduce self-critical judgement, which in turn may help them face the demands of 
practice. A Compassionate Mind Training Model for Healthcare Educators was 
designed and tested (Beaumont, 2016; Beaumont & Hollins Martin, 2016a, 
2016b; Beaumont et al., in press), providing evidence that  CMT can be 
incorporated into practitioner training to help students face clinical, organisational, 
personal, academic, and placement demands. Exercises from ‘The Compassionate 
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Mind Workbook’ (Irons & Beaumont, 2017) were used in the training, which 
provides templates for educators and clinicians to follow. Post-training, students 
reported that they found benefit from using interventions that aimed to cultivate 
compassion and that the exercises encouraged self-reflection and self-practice.  
The work presented in this thesis has been reinforced with oral and poster 
presentations delivered at international and national conferences, which support the 
efficacy of this Portfolio of Published Works. During this process, the researcher 
disseminated ideas and theories to other practitioners and demonstrated her ability 
to converse with experts and researchers within the mental health arena. 
Disseminating research can influence the wider community, has led to scholarly 
conversations with other professionals and has opened doors to further research 
collaborations, which can be pursued at post-doctoral level. The papers included in 
this thesis also demonstrate understanding of the wider issues faced within 
education and mental health settings and the author’s ability to integrate theory into 
educational practice. This body of works is richly reinforced by supporting 
publications and highlights the author’s ability to organise, plan, collaborate, design, 
and execute research outputs. Experts in the field who have agreed to publish the 
papers in peer-reviewed journals have assessed each paper.  
A variety of methodologies have been used in this body of works, which have 
demonstrated knowledge of different research approaches. This portfolio of research 
presents credible evidence regarding the potential benefits of CFT/CMT and offers 
practical ways practitioners and educators can enhance well-being in populations 
who bear witness to suffering. In terms of psychotherapy, developing affiliative 
functioning using the interventions outlined in this thesis may help individuals who 
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struggle to respond to interventions, which focus exclusively on thoughts, 
behavioural experiments or unconscious conflicts.  
Fostering environments that harness compassion provides a remedy to self-
critical judgement. Whilst suffering cannot be prevented, responding to suffering by 
adopting the stance of ‘being kinder to myself’, nurtures healing and impacts on well-
being at a personal, professional and societal level.  To date much of the literature 
regarding compassionate care is theoretical, whereas the unique contribution of this 
thesis is to provide tested, practical ways of enhancing or cultivating compassion in 
populations that may suffer from the ‘cost of caring’ for others. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
105
References 
 
American Psychological Association. (2013). Diagnostic and statistical manual of 
mental disorders: DSM-5. Washington, D.C: American Psychiatric 
Association. 
 
Ashworth, F. M., Gracey, F., & Gilbert, P. (2014). Compassion focused therapy after 
traumatic brain injury: Theoretical foundations and a case illustration. Brain 
Impairment, 12, 128-139. doi:10.1375/brim.12.2.128 
 
Aycock, D. M., & Currie, E. R. (2013). Minimizing risks for nursing students recruited 
for health and educational research. Nurse Educator, 38(2), 56–60. 
 
Badgett, R. G., O'Keefe, M., & Henderson, M. C. (1997). Using systematic reviews in 
clinical education. Annals of internal medicine, 126(11), 886-891. 
 
Badour, C. L., Resnick, H. S., & Kilpatrick, D. G. (2015). Associations between 
specific negative emotions and DSM-5 PTSD among a national sample of 
interpersonal trauma survivors. Journal of interpersonal violence, 1-12. doi: 
10.1177/0886260515589930 
 
Baird, C., & Kracen, A. C. (2006). Vicarious traumatization and secondary traumatic 
stress: A research synthesis. Counselling Psychology Quarterly, 19(2), 181-
188. 
 
Balcom, D., Call, E., & Pearlman, N. (2000). Eye Movement Desensitisation and 
Reprocessing treatment of internalised shame. Traumatology, 6(2), 69-83. 
 
Barkham, M., & Margison, F. (2007). Practice-based evidence as a complement to 
evidence-based practice: From dichotomy to chiasmus. In C. Freeman & M. 
Power (Eds.) Handbook of evidence-based psychotherapies: A guide for 
research and practice (pp. 443-476). Chichester: Wiley.  
 
Barnett, J. E., Baker, E., K., Elman, N. S., & Schoener, G. R. (2007). In pursuit of 
wellness: the self-care imperative. Professional Psychology: Research and 
Practice, 38, 603–612.  
 
Baumeister, R. F., & Leary, M. R. (1997). Writing narrative literature reviews. Review 
of General Psychology, 1(3), 311-20. 
 
Beauchamp, T. L., & Childress, J. F. (2008). Principles of Biomedical Ethics (6th 
edn). New York; Oxford University Press. 
 
Beaumont, E. (2012). Compassionate Mind Training: ‘Self-soothing after trauma’. 
Healthcare Counselling and Psychotherapy Journal, 12(3), 18-22. 
 
Beaumont, E. (2014). Healing the wounds of trauma, shame and grief: A case study. 
Healthcare Counselling and Psychotherapy Journal, 14(2), 15-19. 
 
106
Beaumont, E. (2016). Building Resilience by Cultivating Compassion. Healthcare 
Counselling and Psychotherapy Journal, 16(3), 22-27.  
 
Beaumont, E., Galpin, A., & Jenkins, P. (2012). ‘Being kinder to myself ’: A  
prospective comparative study, exploring post-trauma therapy outcome 
measures, for two groups of clients, receiving either Cognitive Behaviour 
Therapy or Cognitive Behaviour Therapy and Compassionate Mind Training 
Counselling Psychology Review, 27, 31-43. 
 
Beaumont, E., & Hollins Martin, C. J. (2013). Using Compassionate Mind Training as 
a Resource in EMDR: A Case Study. Journal of EMDR Practice and 
Research, 7(4), 186 -199. doi:10.1891/1933-3196.7.4.186 
 
Beaumont, E., & Hollins-Martin, C. J. (2015). A narrative review. How effective is 
Compassion Focused Therapy? Counselling Psychology Review, 30(1), 21-
32. 
 
Beaumont, E., & Hollins Martin, C. J. (2016a). A proposal to support student 
therapists to develop compassion for self and others through Compassionate 
Mind Training. The Arts in Psychotherapy 50, 111-118. 
doi.org/10.1016/j.aip.2016.06.005 
 
Beaumont, E., & Hollins Martin, C. J. (2016b). Heightening levels of compassion 
towards self and others through use of Compassionate Mind Training. British 
Journal of Midwifery, 24(11), 3-12. doi.org/10.12968/bjom.2016.24.11.777 
 
Beaumont, E., Durkin, M., Hollins-Martin, C. J., & Carson, J. (2016a). Compassion 
for others, self-compassion, quality of life and mental well-being measures 
and their association with compassion fatigue and burnout in students 
midwives: A quantitative survey. Midwifery, 34, 777–786. 
doi.org/10.1016/j.midw.2015.11.002  
 
Beaumont, E., Durkin, M., Hollins-Martin, C. J., & Carson, J. (2016b). Measuring 
relationships between self-compassion, compassion fatigue, burnout and well-
being in student counsellors and student cognitive behavioural 
psychotherapists. Journal of Counselling and Psychotherapy Research, 16(1), 
15-23. doi: 10.1002/capr.12054 
 
Beaumont, E., Durkin, M., McAndrew, S., & Martin, C. (2016). Using Compassion 
Focused Therapy as an adjunct to Trauma-Focused CBT for Fire Service 
personnel suffering with trauma-related symptoms. The Cognitive Behaviour 
Therapist, vol. 9, e34, 1-13. doi:10.1017/S1754470X16000209 
 
Beaumont, E., Hickey, A., McAndrew, S., Goldman, S., & Warne, T. (2016). Minding 
the gaps: Exploring the effectiveness of a voluntary sector mental health 
counselling service. Journal of Counselling and Psychotherapy Research, 
16(4), 298–306. doi: 10.1002/capr.12086 
 
Beaumont, E., Irons, C., Rayner, G., & Dagnall, N. (2016). Does Compassion 
Focused Therapy Training for Healthcare Educators and Providers increase 
107
self-compassion, and reduce self-persecution and self-criticism? Journal of 
Continuing Education in the Health Professions, 36(1), 4-10. doi: 
10.1097/CEH.0000000000000023 
 
Beaumont, E., Rayner, G., Durkin, M., & Bowling, G. (in press). The effects of 
Compassionate Mind Training on student psychotherapists. Journal of Mental 
Health Training, Education and Practice. 
 
Bell, T., Dixon, A., & Kolts, R. (2016). Developing a Compassionate Internal 
Supervisor: Compassion-Focused Therapy for Trainee Therapists. Clin. 
Psychol. Psychother. doi: 10.1002/cpp.2031 
 
Bennett-Levy, J., Thwaites, R., Haarhoff, B., & Perry, H. (2015). Experiencing CBT 
from the inside out: A self-practice/self-reflection workbook for therapists. New 
York: Guilford. 
 
Benson, J., & Macgraith, K. (2005). Compassion fatigue and burnout: the role of 
Balint groups. Australian Family Physician, 34(6), 497-498. 
 
Berger, W., Coutinho, E. S. F., Figueira, I., Marques-Portella, C., Luz, M. P., Neylan, 
T. C., & Mendlowicz, M. V. (2012). Rescuers at risk: a systematic review and 
meta-regression analysis of the worldwide current prevalence and correlates 
of PTSD in rescue workers. Social Psychiatry and Psychiatric Epidemiology, 
47(6), 1001–1011.  
 
Boellinghaus, I., Jones, F. W., & Hutton, J. (2012). The Role of Mindfulness and 
Loving-Kindness Meditation in Cultivating Self-Compassion and Other-
Focused Concern in Health Care Professionals. Mindfulness 5, 129-138. 
Bond, T. (2010). Standards and Ethics for Counselling in Action (3rd edn). London: 
Sage. 
 
Bond, T., & Dryden, W. (2012). Ethical Principles for CBT Practitioners. In W. Dryden 
& R. Branch. The CBT Handbook Therapy. London: Sage. 
 
Bowlby, J. (1969). Attachment: Attachment and loss (Vol. 1). London, UK: Hogarth 
Press. 
 
Bowling, A. (2002). Research methods in health. Investigating health and health 
service (2nd edn). Oxford University Press. 
 
Bowyer, L., Wallis, J., & Lee, D. (2014). Developing a Compassionate Mind to 
Enhance Trauma-Focused CBT with an Adolescent Female: A Case Study. 
Behavioural and Cognitive Psychotherapy, 42, 248-254. 
doi:10.1017/S1352465813000362 
 
Bray, L., O’Brian, M. R., Kirton, J., Zuairu, K., & Christiansen, A. (2014). The role of 
professional education in developing compassionate practitioners: A mixed 
methods study exploring the perceptions of health professionals and pre-
registration students. Nurse Education Today, 34(3), 480-486. 
108
 
Breines, J. G., & Chen, S. (2012). Self-Compassion Increases Self-Improvement 
Motivation. Personality Social Psychology. 
doi.org/10.1177/0146167212445599 
 
British Association for Behavioural and Cognitive Psychotherapies (BABCP) (2010). 
Standards of Conduct, Performance and Ethics [Online]. Available at: 
http://www.babcp.com/files/About/BABCP-Standards-of-Conduct-
Performance-and-Ethics.pdf [accessed 15th March 2016]. 
 
Bryman, A.  (2008)."Of methods and methodology", Qualitative Research in 
Organizations and Management: An International Journal, 3(2), 159-168.  
 
Care Quality Commission. (2011).The state of health care and adult social care in 
England. London: Stationery Office. 
 
Chabris, C. F., Weinberger, A., Fontaine, M., & Simons, D. J. (2011). You do not talk 
about Fight Club if you do not notice Fight Club: Inattentional blindness for a 
simulated real-world assault. i-Perception, 2(2), 150-153. 
 
Chambers, M., & Hickey, G. (2012). Service user involvement in the design and 
delivery of education and training programmes leading to registration with the 
Health Professions Council. London: HPC. 
 
Cherryholmes, C. H. (1992). Notes on pragmatism and scientific realism. 
Educational researcher, 21(6), 13-17. 
 
Christopher, J. C., Christopher, S. E., Dunnagan, T., & Schure, M. (2006). Teaching 
self-care through mindfulness practices: The application of yoga, meditation, 
and qigong to counsellor training. Journal of Humanistic Psychology, 46, 494–
509. 
 
Clark, G. T., & Mulligan, R. (2011). Fifteen common mistakes encountered in clinical 
research. Journal of Prosthodontic Research, 55(1), 1-6. doi: 
10.1016/j.jpor.2010.09.002 
 
Collins, M. E., Block, S. D., Arnold, R. M., & Christakis, N. A. (2009). On the 
prospects for a blame-free medical culture. Social science & medicine, 69(9), 
1287-1290. 
 
Collins, S., & Long, A. (2003). Too tired to care? The psychological effects of 
working with trauma. Journal of Psychiatric and Mental Health Nursing, 10, 
17-27. 
 
Condon, P., Desbordes, G., Miller, W. B., & DeSteno, D. (2013). Meditation 
increases compassionate responses to suffering. Psychological science, 
24(10), 2125-2127. 
 
Cooper, M. (2008). Essential research findings in counselling and psychotherapy: 
the facts are friendly. London: Sage. 
109
 
Cooper, M., & McLeod, J. (2011). Pluralistic Counselling and Psychotherapy. 
London: Sage. 
 
Cooper, M., & Reeves, A. (2012). The role of randomised controlled trials in 
developing an evidence-base for counselling and psychotherapy. Counselling 
and Psychotherapy Research, 12(4), 303-307. 
 
Cornwell, J., Donaldson, J., & Smith, P. (2014). Nurse Education Today: Special 
issue on compassionate care. Nurse Education Today, 9(34), 1188-1189. 
 
Corrie, S., Hurton, N., & Lane, D. A. (2008). How to develop your career and 
organise your continuing professional development. In S. Palmer & R. Bor 
(Eds.) The Practitioner’s Handbook. A Guide for Counsellors, 
Psychotherapists and Counselling Psychologists (pp.5-20). London: Sage. 
 
Corrie, S., & Lane, D. A. (2011). Constructing stories about clients’ needs: 
Developing skills in formulation. In R. Bor & M. Watts (Ed.). The Trainee 
Handbook. A Guide for Counselling and Psychotherapy Trainees (3rd edn, 
pp.110-133). London: Sage. 
 
Crawford, P., Brown, B., Kvangarsnes, M., & Gilbert, P. (2014).The design of 
compassionate care. Journal of Clinical Nursing, 23, 3589-99. 
  
Crawford, P., Gilbert, P., Gilbert, J., Gale, C., & Harvey, K. (2013). The language of 
compassion in acute mental health care. Qualitative Health Research 23, 
719–727. 
 
Creswell, J. (2003). Research design: Qualitative, quantitative, and mixed methods 
approaches (2nd edn). Thousand Oaks: Sage. 
 
Crowne, D. P., & Marlowe, D. (1964). The Approval Motive, New York: John Wiley 
and Sons. 
 
Cummings, J., & Bennett, V. (2012). Compassion in Practice, Nursing, Midwifery and 
Care Staff. Our Vision and Strategy. Department of Health Commissioning 
Board. Accessed 8th January 2014. 
https://www.england.nhs.uk/nursingvision/compassion/ 
 
Data Protection Act. (1998). Research Ethics Review. Accessed 15th January 2015. 
http://www.legislation.gov.uk/ukpga/1998/29/contents 
 
Davies, S., & Coldridge, E. (2015). ‘No Man's Land’: An exploration of the traumatic 
experiences of student midwives in practice. Midwifery, 31(9), 858-864.  
 
Davis, M. H. (1980). “A multidimensional approach to individual differences in 
empathy”, Journal Supplement Abstract Service (JSAS) Catalog of Selected 
Documents in Psychology, 10, 1-18. 
 
110
Department of Health (DoH). (2005). Research Governance Framework for Health 
and Social Care. London: Department of Health. Accessed 1st October 2011 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/
139565/dh_4122427.pdf 
 
Department of Health (DoH). (2008). High quality care for all: NHS next stage review 
final report. Accessed 3rd March 2015 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPo
licyAndGuidance/DH_085825 
 
De Zulueta, P. (2013). Compassion in healthcare. Clinical Ethics, 8(4), 87-90. 
  
Drew, T., Võ, M. L. H., & Wolfe, J. M. (2013). The invisible gorilla strikes again: 
sustained inattentional blindness in expert observers. Psychological science, 
24(9), 1848-1853. 
 
Dryden, W. (2007). Dryden's handbook of individual therapy. London: Sage. 
 
Duncan, B. L., & Miller, S. D. (2000). The client’s theory of change: consulting the 
client in the integrative process. Journal of Psychotherapy Integration, 10(2), 
169- 187. 
 
Durkin, M., Beaumont, E., Hollins-Martin, C. J., & Carson, J. (2016). A pilot study 
exploring the relationship between self-compassion, self-judgement, self-
kindness, compassion, professional quality of life and wellbeing among UK 
community nurses. Nurse Education 46, 119-114.  
 
Erzberger, C., & Kelle, U. (2003). Making inferences in mixed methods: The rules of 
integration. In A. Tashakkori & C. Teddlie (Eds.) Handbook of mixed methods 
in social and behavioural research (pp. 457–88). Thousand Oaks, CA: Sage. 
 
Etherington, K. (2000). Narrative Approaches to Working with Adult Male Survivors 
of Child Sexual Abuse: The Client’s, the Counsellor’s and the Researcher’s 
Story. London: Jessica Kingsley. 
 
Etherington, K. (2004). Becoming a Reflective Researcher: Using Our Selves in 
Research. London: Jessica Kingsley Publishers. 
 
Farber, B. A., & Heifetz, L. J. (1982). The process and dimensions of burnout in 
psychotherapists. Professional Psychology, 13(2), 293-301.  
 
Figley, C. R. (1995). Compassion fatigue: coping with secondary traumatic stress 
disorder in those who treat the traumatized. New York: Brunner/Mazel. 
 
Figley, C. R. (2002). Treating compassion fatigue. New York: Brunner/Mazel. 
 
Finlay, L., & Gough, B. (2003). Reflexivity: a practical guide for researchers in health 
and social care. London: Blackwell. 
 
111
Fishman, D. B. (1999). The Case for Pragmatic Psychology. New York: New York 
University Press. 
 
Fleet, D., Burton, A., Reeves, A., & DasGupta, M. P. (2016). A case for taking the 
dual role of counsellor-researcher in qualitative research. Qualitative 
Research in Psychology, 13(4), 328-346. 
 
Foa, E. B., Hembree, E. A., Cahill, S. P., Raunch, S. A. M., Riggs, D. S., Feeny, N. 
C., & Yadin, E. (2005). Randomized trial of prolonged exposure for post-
traumatic stress disorder with and without cognitive restructuring: outcome at 
academic and community clinics. Journal of Consulting and Clinical 
Psychology, 73, 953–964. 
 
Francis, R. (2010). Independent Inquiry into Care Provided by Mid Staffordshire NHS 
Foundation Trust January 2005 to March 2009. Volume 1. Accessed 31st 
December 2015. 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/
279109/0375_i.pdf 
 
Francis, R. (2013). Report of the Mid Staffordshire NHS Foundation Trust: Public 
Inquiry. London: The Stationery Office. Accessed 3rd February 2015 
https://www.midstaffspublicinquiry.com/report  
 
Freud, S. (1901/1979). The case of Dora. Pelican Freud Library, vol. 8: Case 
Histories I. Harmondsworth: Penguin. 
 
Freud, S. (1910/1979). Psychoanalytic notes on an autobiographical account of a 
case of paranoia (Dementia Paranoides). Pelican Freud Library, vol. 9: Case 
Histories II. Harmondsworth: Penguin. 
 
Freudenberger, H. J. (1974). Staff Burn-Out. Journal of Social Issues, 30: 159–165. 
doi:10.1111/j.1540-4560.1974.tb00706.x 
 
Fullerton, C. S., McCarroll, J. E., Ursano, R. J., & Wright, K. M. (1992). Psychological 
responses of rescue workers: Fire fighters and trauma. American Journal of 
Orthopsychiatry, 62, 371-379. 
 
Gabriel, L. (2005). Speaking the Unspeakable: The Ethics of Dual Relationships in 
Counselling and Psychotherapy. Routledge: London. 
 
Gilbert, P. (2000). The Relationship of Shame, Social Anxiety and Depression: The 
Role of the Evaluation of Social Rank. Clinical Psychology and 
Psychotherapy, 7, 174–189. 
 
Gilbert, P. (2005). Social mentalities: A biopsychosocial and evolutionary reflection 
on social relationships. In M. Baldwin (Eds.) Interpersonal cognition (pp. 299–
333). New York, NY: Guilford. 
 
Gilbert. P. (2009). The Compassionate Mind. London: Constable. 
 
112
Gilbert, P. (2010). Compassion Focused Therapy: The CBT Distinctive Features 
Series. London: Routledge. 
 
Gilbert, P. (2014). The origins and nature of compassion focused therapy. British 
Journal of Clinical Psychology, 53(1), 6–41.  
 
Gilbert, P., & Choden. (2013). Mindful compassion. London: Robinson. 
 
Gilbert, P., & Irons, C. (2004). A pilot exploration of the use of compassionate 
images in a group of self-critical people. Memory, 12, 507-516.  
 
Gilbert, P., & Leahy, R. (2007). The Therapeutic Relationship in the Cognitive 
Behavioural Psychotherapies. London: Routledge. 
 
Gilbert, P., & Proctor. S. (2006). Compassionate Mind Training for People with High 
Shame and Self Criticism: Overview and Pilot Study of a Group Therapy 
Approach. Clinical Psychology and Psychotherapy, 13, 353-379. 
doi:10.1002/cpp.507 
 
Goldstein, L. S. (1999). The Relational Zone: The Role of Caring Relationships in the 
Co-Construction of Mind. American Educational Research Journal, 36(3), 647 
– 673. 
 
Gorard, G. (2004). Combining methods in educational and social research. 
Berkshire: Open University Press. 
 
Goss, K., & Allen, S. (2010). Compassion Focused Therapy for eating disorders. 
International Journal of Cognitive Therapy, 3, 141-158. 
 
Goss, K., & Allen, S. (2014). The development and application of compassion-
focused therapy for eating disorders (CFT-E). British Journal of Clinical 
Psychology, 53, 62–77. doi:10.1111/bjc.12039 
 
Grant, A., & Townend, M. (2010). The Therapeutic Relationship. In A. Grant, M. 
Townend, R. Mulhern., & N. Short. Cognitive Behavioural Therapy in Mental 
Health Care (pp. 9-19). London: Sage. 
 
Greig, P. R., Higham, H., & Nobre, A. C. (2014). Failure to perceive clinical events: 
an under-recognised source of error. Resuscitation, 85(7), 952-956. 
 
Gustin, L. W., & Wagner, L. (2013).The butterfly effect of caring–clinical nursing 
teachers’ understanding of self‐compassion as a source to compassionate 
care. Scandinavian Journal of Caring Sciences, 27(1), 175-183. 
 
Harman, R., & Lee, D. (2010). The Role of Shame and Self-Critical Thinking in the 
Development and Maintenance of Current Threat in Post-Traumatic Stress 
Disorder. Clinical Psychology and Psychotherapy, 17, 13-24. 
 
Harris, B. (2004). 'Leading by heart ', School Leadership & Management, 24(4), 391- 
404. doi: 10.1080/13632430410001316507 
113
 
Harris, B. (2007). Supporting the Emotional Work of School Leaders. London: Sage. 
 
Harris, B & Biddulph, M. (2000). Surviving and Thriving: A Small-scale Study of the 
Role of Group Work Training in Developing Teachers’ Professional Practice. 
Pastoral Care in Education, 18(1), 9-16. 
 
Hartley, J. (2004). Case study research. In C. Cassell & G. Symon (Eds.) Essential 
guide to qualitative methods in organizational research (pp.323-333). London: 
Sage.  
 
Harvey, M., & Land, L. (2017). Research Methods for Nurses and Midwives: Theory 
and Practice. London: Sage. 
 
Heffernan, M., Quinn Griffin, M. T., McNulty, S. R., & Fitzpatrick, J. J. (2010). Self‐
compassion and emotional intelligence in nurses. International Journal of 
Nursing Practice, 16(4), 366-373. 
 
Higgins, J. P., Altman, D. G., Gøtzsche, P. C., Jüni, P., Moher, D., Oxman, A. D., ... 
& Sterne, J. A. (2011). The Cochrane Collaboration’s tool for assessing risk of 
bias in randomised trials. Bmj, 343, d5928. 
 
Hill, A., & Brettle, A. (2006). Counselling older people: What can we learn from 
research evidence? Journal of Social Work Practice, 20(3), 281-297. 
 
Hiraoka, R., Meyer, E. C., Kimbrel, N. A., DeBeer, B. B., Gulliver, S. B., & Morissette, 
S. B. (2015). Self-Compassion as a prospective predictor of PTSD symptom 
severity among trauma-exposed U.S. Iraq and Afghanistan war veterans. 
Journal of Trauma Stress, 28(2), 127-33. 
 
Hodgetts, A., & Wright, J. (2007). Researching clients’ experiences: A review of 
qualitative studies. Clinical Psychology and Psychotherapy, 14, 157–163. 
 
Hollway, W., & Jefferson T. (2000). Doing qualitative research differently: free 
association, narrative and the interview method. London: Sage. 
 
Horvath, A. O. (2013). You can’t step into the same river twice, but you can stub your 
toes on the same rock: Psychotherapy outcome from a 50 year perspective. 
Psychotherapy, 50(1), 25-32. 
 
Iacobucci, G. (2014). Regulator warns privately run HNS hospital over standards of 
care. British Medical Journal. Accessed 15th March 2015. doi: 
10.1136/bmj.g5926 
 
Irons, C., & Beaumont, E. (2017). The Compassionate Mind Workbook. A step-by-
step guide to developing your Compassionate Self. London: Little, Brown 
Publishers. 
 
Jazaieri, H., Jinpa, T., McGonigal, K., Rosenberg, E. L., Finkelstein, J., Simon-
Thomas, E.,…Goldin, P. R. (2013). Enhancing compassion: A randomized 
114
controlled trial of a compassion cultivation training program. Journal of 
Happiness Studies, 14, 1113-1126.  
 
Jenkins. P. (2007). Counselling, Psychotherapy and the Law. London: Sage. 
 
Jenkins, S. R., & Baird, S. (2002). Secondary traumatic stress and vicarious trauma: 
A validational study. Journal of traumatic stress, 15(5), 423-432. 
 
Johnson, M., & Long, T. (2007). Research ethics in the real world: issues and 
solutions for health and social care. Edinburgh: Churchill Livingstone Elsevier. 
 
Joinson, C. (1992). Coping with compassion fatigue. Nursing, 22, 116–21. 
 
Jonsson, A., & Segesten, K. (2004). Guilt, shame and the need for a container: a 
study of post-traumatic stress among ambulance personnel. Accident 
Emergency Nursing, 12(4), 215-223. 
 
Joseph, S., & Murphy, D. (2013). Person-centered approach, positive psychology 
and relational helping: building bridges. Journal of Humanistic Psychology, 
53(1), 26-51. 
 
Kadambi, M. A., & Ennis, L. P. (2004). Reconsidering vicarious trauma: A review of 
the literature and its' limitations. Journal of Trauma Practice, 3(2), 1-21. 
 
Kanov, J. Maitlis, S., Worline, M. C., Dutton, J. E., Frost, P.J., & Lilius, J. 
(2004). Compassion in Organizational Life. American Behavioral Scientist, 
47(6), 808-827. doi:10.1177/0002764203260211 
 
Kemeny, M. E., Foltz, C., Cavanagh, J. F., Cullen, M., Giese-Davis, J., Jennings, P., 
…Ekman, P. (2012). Contemplative/emotion training reduces negative 
emotional behaviour and promotes prosocial responses. Emotion, 12, 338–
350. doi:10.1037/a0026118 
 
Kennedy, A. (2014). Compassion-Focused EMDR. Journal of EMDR Practice and 
Research, 8(3), 135 -145.    
 
Khatri, N., Brown, G. D., & Hicks, L. L (2009). From a blame culture to a just culture 
in health care. Health Care Management Review 34, 312–322. 
 
Kirby, J. N. (2016). Compassion interventions: The programmes, the evidence, and 
implications for research and practice. Psychol Psychother Theory Res Pract. 
doi:10.1111/papt.12104 
 
Kirkevold, M. (1997). Integrative nursing research—an important strategy to further 
the development of nursing science and nursing practice. Journal of 
Advanced Nursing, 25(5), 977-984. 
 
Klimecki, O., & Singer, T. (2012). “Empathic distress fatigue rather than compassion 
fatigue? Integrating findings from empathy research in psychology and social 
neuroscience.” In Pathological Altruism (p.368–383). Edited by B. Oakley, A. 
115
Knafo, G. Madhavan and D. Sloan Wilson. New York: Oxford University 
Press. 
 
Kolts, R. (2016). A Clinician’s Guide to Practicing Compassion-Focused Therapy. 
Oakland, CA: New Harbinger. 
 
Lambert, P. (2007). Client perspectives on counselling: before, during and after. 
Counselling and Psychotherapy Research, 7(2), 106-113. 
 
Lazarus, R. S. (1991). Progress on a cognitive-motivational-relational theory of 
emotion. American psychologist, 46(8), 819. 
 
Leahy, R. (2001). Overcoming Resistance in Cognitive Therapy. New York: Guilford 
Press. 
 
Leahy, R. L. (2008). The therapeutic relationship in cognitive-behavioural therapy. 
Behavioural and Cognitive Psychotherapy, 36, 769-777. 
 
Leaviss, J., & Uttley, L. (2015). ‘Psychotherapeutic benefits of compassion-focused 
therapy: an early systematic review’, Psychological Medicine, 45(5), 927–945. 
doi: 10.1017/S0033291714002141 
 
Lee, D. A. (2009). Compassion Focused Cognitive Therapy For Shame-based 
Trauma Memories and Flashbacks in PTSD. In Grey, N. (Eds.) A Casebook of 
Cognitive Therapy for Traumatic Stress Reactions (pp. 230-246). London: 
Routledge. 
 
Lee, D. A. (2012). Recovering from Trauma using Compassion Focused Therapy. 
London: Constable Robinson. 
 
Lee, D. A., Scragg, P., & Turner, S. W. (2001). The role of shame and guilt in 
reactions to traumatic events: A clinical formulation of shame-based and guilt 
based PTSD. British Journal of Medical Psychology, 74(4), 451–466. 
 
Leinweber, J., & Rowe, H. (2010). The costs of 'being with the woman': secondary 
traumatic stress in midwifery. Midwifery 26, 76-87. 
 
Leskela, J., Dieperink, M., & Thras, P. (2002). Shame and post-traumatic stress 
disorder. Journal of Traumatic Stress, 15(3), 223-226. 
 
Leykin, Y., & DeRubeis, R. J. (2009). Allegiance in psychotherapy outcome 
research: Separating association from bias. Clinical Psychology: Science and 
Practice, 16, 54–65. 
 
Liotti, G. (2007). Internal working models of attachment in the therapeutic 
relationship. In Gilbert, P & Leahy, R (Ed.). The Therapeutic Relationship in 
the Cognitive Behavioural Psychotherapies. London: Routledge. 
 
Luborsky, L., Diguer, L., Seligman, D. A., Rosenthal, R., Krause, E. D., Johnson, S., 
... & Schweizer, E. (1999). The researcher's own therapy allegiances: A “wild 
116
card” in comparisons of treatment efficacy. Clinical Psychology: Science and 
Practice, 6(1), 95-106. 
 
Luborsky, L., Singer, B., & Luborsky, L. (1975). Comparative studies of 
psychotherapies. Is it true that “everyone has won and all must have prizes”? 
Archives of General Psychiatry, 32, 995–1008. 
 
Maben, J., Cornwell, J., & Sweeney, K. (2010). In praise of compassion. Journal of 
Research in Nursing, 15(1), 9–13. 
 
Mack, A., & Rock, I. (1998). Inattentional blindness. Cambridge, MA: MIT Press. 
 
Mahoney, M. J. (2005). Suffering, philosophy, and psychotherapy. Journal of 
Psychotherapy Integration, 15, 337–352. 
 
Manchikanti, L. (2008). Evidence-based medicine, systematic reviews, and 
guidelines in interventional pain management, part I: Introduction and general 
considerations. Pain Physician 11, 161–186. 
 
Margison, F., Barkham, M., Evans, C., McGrath, G., Mellor-Clark, J., Audin, K., & 
Connell, J. (2000). Measurement and psychotherapy: evidence based 
practice and practice based evidence. British Journal of Psychiatry Vol. 177, 
123-130. 
 
Martin, P. (2006). Different dynamic and determined - the powerful force of 
counselling psychology in the helping professions. Counselling Psychology 
Review, 21, 42-44. 
 
Maslach, C. (2003). Burnout: The cost of caring. Los Altos, CA: ISHK. 
 
Mayhew, S., & Gilbert, P. (2008). Compassionate mind training with people who hear 
malevolent voices. A case series report. Clinical Psychology and 
Psychotherapy 15, 113–38.  
 
McAndrew, S., McAndrew, S., Hickey, A., & Beaumont, E. (2015). The Impact of N. 
Staffs MIND’s Adult Counselling Service on the Mental Health of their Clients: 
A Research Report. University of Salford: ISBN: 978-1-987842-76-4. 
 
McCann, I. L., & Pearlman, L. A. (1990). Vicarious traumatization: A framework for 
understanding the psychological effects of working with victims. Journal of 
Traumatic Stress, 3(1), 131-149. 
 
McGrath, J. E., & Johnson, B. A. (2003). Methodology makes meaning: How both 
qualitative and quantitative paradigms shape evidence and its interpretation. 
Journal of Counselling Psychology, 52(2), 126-136. 
 
McLeod, J. (2006). Doing Counselling Research. London: Sage. 
 
McLeod, J. (2010). Case Study Research in Counselling and Psychotherapy. 
London: Sage. 
117
 
McLeod, J. (2011). Qualitative Research in Counselling and Psychotherapy. London: 
Sage. 
 
Mertens, D. M. (2005). Research methods in education and psychology: Integrating 
diversity with quantitative and qualitative approaches (2nd edn). Thousand 
Oaks: Sage. 
  
Michalec, B., Diefenbeck, C., & Mahoney, M. (2013). The calm before the storm? 
Burnout and compassion fatigue among undergraduate nursing students. 
Nurse Education Today, 33(4), 314-320. 
 
Mikulincer, M., Shaver, P. R., Gillath, O., & Nitzberg, R. E. (2005). Attachment, 
caregiving, and altruism: Boosting attachment security increases compassion 
and helping. Journal of Personality and Social Psychology, 89, 817–839. 
doi:10.1037/0022-3514.89.5.817 
 
Mooney, T. K., Gibbons, M. B. C., Gallop, R., Mack, R. A., & Crits-Christoph, P. 
(2014). Psychotherapy credibility ratings: patient predictors of credibility and 
the relation of credibility to therapy outcome. Psychotherapy Research, 24(5), 
565-577. 
 
Morse, J. M. (2003). Principles of mixed methods and multimethod research design. 
Handbook of mixed methods in social and behavioral research, 1, 189-208. 
 
Murphy, J. P. (1990). Pragmatism: From Peirce to Davidson. Boulder, CO: 
Westview. 
 
Murphy, D., & Cramer, D. (2014). Mutuality of Rogers's therapeutic conditions and 
treatment progress in the first three psychotherapy sessions, Psychotherapy 
Research, 24(6), 651-661. doi:10.1080/10503307.2013.874051 
 
Murphy, D., Cramer, D., & Joseph, S. (2012). Person-centered relational therapy as 
mutual encounter. Person-Centered & Experiential Psychotherapies, 11, 109–
123. doi:10.1080/14779757.2012.668496 
 
Murphy, F., Jones, S., Edwards, M., James, J., & Mayer, A. (2009). The impact of 
nurse education on the caring behaviours of nursing students. Nurse 
Education Today, 29, 254-264. 
 
National Collaborating Centre for Mental Health. (2005). Post-traumatic stress 
disorder: The management of PTSD in adults and children in primary and 
secondary care. Gaskell. Accessed 10th November 2015 
https://www.ncbi.nlm.nih.gov/books/NBK56494/ 
 
National Health Service Staff Survey. (2014). Briefing Note: Issues Highlighted by 
the NHS Staff Survey in England. Accessed 5th October 2014 
www.nhsstaffsurveys.com/Page/1006/Latest-Results/2014-Results  
 
118
Neff, K. D. (2003). The development and validation of a scale to measure self-
compassion. Self and Identity, 2(3), 223–250.  
 
Neff, K. D., & Germer, C. K. (2013). A pilot study and randomized controlled trial of 
the mindful self-compassion program. Journal of Clinical Psychology, 69, 28–
44. doi:10.1002/jclp.21923 
 
Norcross, J. C. (2002). Psychotherapy Relationships that Work: Therapist 
Contributions and Responsiveness to Patients. New York: Oxford University 
Press. 
 
Nursing and Midwifery Council. (2015). The Code. Professional standards of practice 
and behaviour for nurses and midwives. Accessed 12th September 2015. 
http://www.nmc-uk.org/code  
 
Patsiopoulos, A. T., & Buchanan, M. J. (2011). The practice of self-compassion in 
counseling: A narrative inquiry. Professional Psychology: Research and 
Practice, 42(4), 301. 
 
Patton, M. Q. (1990). Qualitative evaluation and research methods (2nd edn). 
Newbury Park, CA: Sage. 
 
Pezaro, S. (2016). The case for developing an online intervention to support 
midwives in work-related psychological distress. Midwifery, 34, 799–805. 
 
Pfifferling, J. H., & Gilley, K. (2000). Overcoming Compassion Fatigue. Family 
Practice Management, 7(4), 39-44. 
 
Perrier, C., Etchegary, H., Palarchio, N., & Snelgrove, P. (2009). The ethics of 
applied research with individuals with addictions. Journal of Ethics in Mental 
Health, 4, 1-6. 
 
Polkinghorne, D. E. (1988). Narrative knowing and the Human Sciences. Albany: 
SUNY Press. 
 
Pommier, E. A. (2011). The compassion scale: dissertation abstracts international 
(Section A). Hum. Soc. Sci. 72, 1174. 
 
Reeves, A. (2012). Counselling and Psychotherapy with Students. In Feltham, C., & 
Horton, I. (Eds.) The SAGE handbook of counselling and psychotherapy (3rd 
edn, pp.653-658). London: Sage Publications. 
 
Reeves, A., Bowl, R., Wheeler, S. & Guthrie, E. (2004). ‘The hardest words: 
exploring the dialogue of suicide in the counselling process a discourse 
analysis’. Counselling and Psychotherapy Research Journal, 4(1), 62–71. 
 
Reeves, A., & Dryden, W. (2008). Key Issues for Counselling in Action (2nd edn). Los 
Angeles: Sage Publications. 
 
119
Reeves, A. & Mintz, R. (2001). ‘The experience of counsellors who work with suicidal 
clients: an exploratory study’. Counselling and Psychotherapy Research 
Journal, 2, 37–42. 
 
Resick, P. A., Nishith, P., Weaver, T. L., Astin, M. C., & Feuer, C. A. (2002). A 
comparison of cognitive-processing therapy with prolonged exposure and a 
waiting condition for the treatment of chronic posttraumatic stress disorder. 
Journal of Consulting and Clinical Psychology, 70, 867–879. 
 
Rimes, K. A., & Wingrove, J. (2011). Pilot study of Mindfulness-Based Cognitive 
Therapy for trainee clinical psychologists. Behavioural and Cognitive 
Psychotherapy, 39(2), 235-241. 
 
Robson, C. (2011). Real world research: A resource for social-scientists and 
practitioner- researchers (3rd edn). Oxford: Blackwell Publishing. 
 
Rossman, G. B., & Wilson, B. L. (1985). Numbers and words combining quantitative 
and qualitative methods in a single large-scale evaluation study. Evaluation 
review, 9(5), 627-643. 
 
Ryan, P., & Morgan, S. (2004). Assertive Outreach: A Strengths Approach to Policy 
and Practice. London: Churchill Livingstone. 
 
Sabo, B. M., (2006). Compassion fatigue and nursing work. Can we accurately 
capture the consequences of caring work? International Journal Nursing 
Practice, 12, 136-142. 
 
Sabo, B. M. (2011). Compassionate presence: the meaning of hematopoietic stem 
cell transplant nursing. European Journal of Oncology Nursing, 15, 103-111. 
 
Sapienza, B. G., & Bugental, J. F. T. (2000). Keeping our instruments finely tuned: 
An existential-humanistic perspective. Professional Psychology: Research 
and Practice, 31, 458–460. 
 
Schulz, K. F., Altman, D. G., & Moher, D. (2010). CONSORT 2010 statement: 
updated guidelines for reporting parallel group randomised trials. BMC 
medicine, 8(1), 18. 
 
Shapiro, F. (1989). Eye movement desensitization: A new treatment for post-
traumatic stress disorder. Journal of behavior therapy and experimental 
psychiatry, 20(3), 211-217. 
 
Sinclair, S., Raffin-Bouchal, S., Venturato, L., Mijovic-Kondejewski, J., & Smith-
MacDonald. L. (2017). Compassion fatigue: A meta-narrative review of the 
healthcare literature. International Journal of Nursing Studies. 
doi.org/10.1016/j.ijnurstu.2017.01.003 
 
Singer, T., & Klimecki, O. M. (2014). Empathy and compassion. Current Biology, 
24(18), R875-R878. 
 
120
Skogstad, M., Skorstad, M., Lie, A., Conradi, H. S., Heir, T., & Weisæth, L. (2013). 
Work-related post-traumatic stress disorder. Occupational medicine, 63(3), 
175-182. 
 
Somekh, B., & Lewin, C. (2005). Research methods in social sciences. London: 
Sage. 
 
Stake, R. E. (2005). Qualitative case studies. In N. K. Denzin and Y.S. Lincoln. 
Handbook of Qualitative Research (3rd edn). Thousand Oaks, CA: Sage. 
 
Stamm, B. H. (2010). The Concise ProQOL Manual (2nd edn). Accessed 15th 
January 2014. http://www.proqol.org/ProQOl_Test_Manuals.html 
 
Stiles, W. B. (2003). When is a case study scientific research? Psychotherapy 
Bulletin, 38(1), 6-11. 
 
Stiles, W. B. (2005). Case studies. In J. C. Norcross, L. E. Beutler & R. F. Levant 
(Eds.) Evidence-based Practices in Mental Health: Debate and Dialogue on 
the Fundamental Questions. Washington, DC: American Psychological 
Association. 
 
Stiles, W. B. (2007). Theory-building case studies of counselling and psychotherapy. 
Counselling and Psychotherapy Research, 7, 122-7. 
 
Sturgeon, D. (2010). 'Have a nice day': consumerism, compassion and health care. 
British Journal of Nursing, 19(16), 1047-51. 
 
Tashakkori, A., & Teddlie, C. (2003). Handbook of mixed methods in social and 
behavioural research. London: Cassell. 
 
Thomas, R. B., & Wilson, J. P. (2003). Issues and controversies in the understanding 
and diagnosis of compassion fatigue, vicarious traumatization, and secondary 
traumatic stress disorder. International Journal of Emergency Mental Health, 
6(2), 81-92. 
 
Thomas, R. M. (2003). Blending qualitative and quantitative research methods in 
theses and dissertations. Thousand Oaks, California: Corwin Press, Inc. A 
Sage Publications Company. 
 
Thorlby, R., Smith, J., Williams, S., & Dayan, M. (2014). The Francis Report: one 
year on. London: Nuffield Trust. 
 
Ting, L., Sanders, S., Jacobson, J. M., & Power, J. R. (2006). Dealing with the 
aftermath: A qualitative analysis of mental health social workers' reactions 
after a client suicide. Social Work, 51(4), 329-341. 
 
Tomova, L., von Dawans, B., Heinrichs, M., Silani, G., & Lamm, C. (2014). Is stress 
affecting our ability to tune into others? Evidence for gender differences in the 
effects of stress on self-other distinction. Psychoneuroendocrinology, 43, 95-
104. 
121
 
Van der Cingel, M. (2011). Compassion in care: A qualitative study of older people 
with a chronic disease and nurses. Nursing Ethics, 18(5), 672–85. 
 
Wallmark, E., Safarzadeh, K., Daukantaitė, D., & Maddux, R. E. (2013). Promoting 
altruism through meditation: an 8-week randomized controlled pilot study. 
Mindfulness, 4(3), 223-234. 
 
Welford, M., & Langmead, K. (2015). Compassion-based initiatives in education 
settings. Educational & Child Psychology, 32, 71–80. 
 
Westbrook, D., Kennerley, H., & Kirk, J. (2007). An Introduction to Cognitive 
Behavioural Therapy: Skills and Applications. London: Sage. 
 
Wheeler, S., Bowl, R., & Reeves. A. (2004). Assessing risk: confrontation or 
avoidance—what is taught on counsellor training courses. British Journal of 
Guidance & Counselling, 32(2), 235-247. 
 
Widdowson, M. (2011). Case Study Methodology. International Journal of 
Transactional Analysis, 2(1), 25-34. 
 
Willis, P. (2012). Quality with Compassion: the future of nursing education. Royal 
College of Nursing on behalf of the independent Willis Commission on 
Nursing Education 56. Accessed 7th March 2015. 
http://www.williscommission.org.uk/__data/assets/pdf_file/0007/495115/Willis
_commission_report_Jan_2013.pdf 
 
Wilson, G. T., Wilfley, D. E., Agras, W. S., & Bryson, S. W. (2011). Allegiance Bias 
and Therapist Effects: Results of a Randomized Controlled Trial of Binge 
Eating Disorder. Clinical Psychology, 18(2), 119–125. 
 
Wolpe, J. (1958). Psychotherapy by Reciprocal Inhibition. Palto Alto, CA: Stanford. 
 
Yang, C. P. P., Hargreaves, W. A., & Bostrom, A. (2014). Association of empathy of 
nursing staff with reduction of seclusion and restraint in psychiatric inpatient 
care, Psychiatric Services, 65(2), 251-254. 
 
Yin, R. K. (2003). Case study research, design and methods (3rd edn). Thousand 
Oaks: Sage. 
 
Yin, R.K. (2006). Mixed methods research: Are the methods genuinely integrated or 
merely parallel? Research in the Schools, 13(1), 41-47. 
 
Young, C. M., Smythe, L., & Couper, J. M. (2015). Burnout: Lessons from the lived 
experience of case loading midwives. International Journal of Childbirth, 5(3), 
154-165.  
 
 
 
122
Appendix 1 
Papers included in the 
Portfolio of Published Works
123
Counselling Psychology Review, Vol. 30, No. 1, March 2015 21
© The British Psychological Society – ISSN 0269-6975
OVeR tHe last DeCaDe there hasbeen an increase in the amount ofresearch that has explored the bene-
fits of cultivating compassion (germer &
siegel, 2012; gilbert, 2010, 2009, 2000;
Hutcherson, seppala & gross 2008; leary et
al., 2007; lutz et al., 2008; Neff & Vonk,
2009; Neff, Hsieh & Dejitterat, 2005; Rein,
atkinson & mcCraty 1995). With the
evidence-base in mind, this paper intends to
look at what the literature says about
Compassion-Focused therapy (CFt) and its
ability as a therapeutic intervention to
enhance psychological outcomes in clinical
populations.
Compassion-Focused therapy was
initially developed to help people with
chronic and complex mental health
problems linked to high levels of shame and
self-criticism (gilbert, 2009). according to
gilbert (2009), CFt has been designed to
increase awareness and understanding of
human innate automatic reactions to threats
within the environment, with the underpin-
ning principle to motivate the client to care
for their own well-being, increase sensitivity
to their personal needs, and develop warmth
and understanding for self. over recent
years there has been an increase in the use of
third-wave CBt approaches, such as mind-
fulness (segal et al., 2001), Compassion-
Focused therapy (gilbert, 2005) and
acceptance and commitment therapy
(Pierson & Hayes, 2007).
at present there is a growing body of
evidence within the health care community
that suggests that developing feelings of
compassion for self and others can have a
profound impact on physiology, mental
health and well-being (Harman & lee, 2010;
Research Paper
A narrative review exploring the
effectiveness of Compassion-Focused
Therapy 
Elaine Beaumont & Caroline J. Hollins Martin
Content & Focus: This narrative review summarises findings of research that has shown use of Compassion-
Focused Therapy (CFT) to improve psychological outcomes in clinical populations. This article reviews the
research studies that have utilised CFT to treat clients experiencing a variety of mental health issues. The
paper begins offering an overview of CFT theory and compassionate mind interventions. A literature search
was conducted which included book chapters and articles that discussed compassion focused therapy. Twelve
studies were identified which showed significant psychological improvements in clients with diagnosed trauma
symptoms, brain injury, eating disorders, personality disorders, schizophrenia-spectrum disorder, chronic
mental health problems and psychosis, both within groups and during one-to-one therapy. Within the context
of the reviewed studies, CFT has shown itself to be an effective therapeutic intervention when combined with
approaches such as Cognitive Behavioural Therapy (CBT).
Conclusion: The research design of the majority of the studies examined precluded determining the extent of
individual contributions that CFT made towards client recovery. Further research that uses more rigorous
approaches are required to evaluate more effectively the role CFT plays in clients’ therapeutic recovery.
Keywords: Compassion-Focused Therapy (CFT); Compassionate Mind Training (CMT); Self-compassion;
clinical outcome measure; narrative review.
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gilbert & Irons, 2004; gilbert et al., 2006).
For example, CFt has been shown to
increase immune system effectiveness
(Klimecki et al., 2012; lutz et al., 2008),
lower blood-pressure and cortisol release
(Cosley et al., 2010), reduce paranoid
ideation (lincoln et al., 2012), moderate
negative emotions associated with Cluster C
personality disorders (schanche et al.,
2011), and improve general psychological
well-being (Neff & germer, 2012).
In contrast to other therapeutic
approaches, CFt employs self-soothing tech-
niques, and individuals benefit from these’
which are designed to develop empathy,
compassion and loving kindness (gilbert &
Irons, 2004; Harman & lee, 2010; Neff et al.,
2007) towards themselves. CFt processes are
informed by the evolutionary model and
psycho-education and seek to depersonalise
and de-shame by helping the client under-
stand how their brain regulates emotion.
the theoretical background of this
approach draws on evidence from neuropsy-
chology, attachment theory, evolutionary
psychology, social psychology and
Buddhism, and aims to help the individual
self-sooth and develop acceptance and
empathy for their suffering (gilbert, 2009).
once the client stops condemning and
blaming themselves for their symptoms,
thinking and feelings, they are freer to
progress towards taking responsibility and
learning to cope. 
Cognitive Behavioural principles are
incorporated into therapy, for example, at
commencement of therapy the therapist
conducts an assessment and develops a case
formulation and treatment plan in collabo-
ration with the client. Psycho-education is
essential and the role behaviour, physiology,
cognitions and emotions play are examined
and the basic evolutionary model that under-
pins CFt is explored to help the client
understand how their body is responding to
perceived threat. socratic dialogue, guided
discovery, exploration of goals and home-
work activities are incorporated into CFt
sessions, and are designed to help the client
become their ‘own therapist’. In addition,
setback plans are formulated that involve
asking questions such as:
l What kind of situation could ‘set you
back’?
l How could your compassionate-self deal
with a set back?
Individuals are encouraged to employ self-
soothing techniques, with the therapist
focused on identifying strengths, positive
attributes and good coping strategies
(gilbert & Irons, 2004; gilbert et al., 2006).
the CFt process involves the therapist
listening warmly and acknowledging and
validating clients’ emotions and personal
meanings (gilbert, 2009; gilbert & Irons,
2004; lee, 2009b). Whereas CFt describes
the process and theory of applying the
model to therapy, compassionate mind
training (Cmt) is an element of CFt which
focuses on activating the self-soothing system
by using a variety of interventions. 
therapeutic interventions may include
compassionate letter writing, building a
compassionate image, examining compas-
sionate behaviour and exploring compas-
sionate ways of thinking. In addition,
mindfulness techniques may be incorpo-
rated to help the client focus on what the
brain is sensing ‘in the now’, instead of rumi-
nating on past events (segal et al., 2001). 
Purpose of the review
CFt is a new and flourishing style of therapy,
which is currently not widely available in the
UK or the extended international market.
to increase awareness of the worth of CFt,
the objective of this paper was to present a
synopsis of studies to assist therapists’ under-
standings of how CFt has been successfully
used and where developments in the body of
research are required. the research ques-
tions asked included: (1) Is CFt an effective
therapeutic intervention; and (2) What are
the benefits of using CFt as an adjunct to
psychotherapy and CBt?
Elaine Beaumont & Caroline J. Hollins-Martin
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Method 
a review of the literature was undertaken to
identify and summarise relevant research
observations of the effectiveness of CFt
either standalone or as an adjunct to other
therapies. Narrative reviews are an essential
part of scientific enquiry because they
combine results from a variety of studies,
therefore giving them a value that no single
study can have (Baumeister & leary, 1997).
this method of review was considered suit-
able because it provides a historical account
of the development of a theory, offers an
overview of research in a particular area, and
as such is a valuable method of pulling
together what is known about a particular
phenomenon in the broader sense, such as
for a grant proposal or as a resource to ther-
apists (Baumeister & leary, 1997). Narrative
reviews, therefore, can be a valuable building
technique and can tell a trustworthy story,
aiming to identify and critically analyse
research (Popay et al., 2006). 
our purpose was to simply inform the
field about what is already known about CFt
and its ability to treat clinical populations.
Having justified the choice of method, the
ultimate aim of this review was to produce a
paper to educate therapists about the state of
knowledge on the topic of CFt and its ability
to improve clients’ situation. 
Ethical considerations
Published data were used in preparation of
this manuscript, hence no ethical approval was
required (Hollins-martin & martin, 2013).
Results/Findings
the review was conducted between January
and may 2014. all titles, abstracts and full-
text of studies identified were screened for
potential inclusion. Primary research
directly related to CFt therapy and its
outcomes were examined. Papers required
to be published in english and as CFt is a
relatively new concept any studies that had
been published before 2014 were included.
studies which focused on non-clinical
samples and/or student populations were
excluded, because the objective was to
explore the effectiveness of CFt as a therapy
to treat clinical populations.
Search strategy
Data bases explored included meDlINe,
PsychINFo, CINaHl, Cochrane Database
and google scholar. Key words and search
terms included were:
l Compassionate mind training;
l Compassion-Focused therapy;
l self-Compassion.
the authors wanted to include both qualita-
tive and quantitative methods and so a strict
hierarchy of evidence was not applied. 
the initial review identified 885 papers,
but after closer examination was reduced to
13. studies were excluded because they did
not focus on examining CFt therapy
outcomes with a clinical population. studies
that did not incorporate compassionate
mind interventions as per gilbert’s model
were also excluded. For example, research
papers which focused on non-clinical
samples, compassion fatigue or student
populations were excluded from this review.
Finally a further study was excluded (gilbert
& Irons 2004) as this was a pilot study which
aimed to explore how individuals experience
self-criticism on a daily basis, as opposed to
examining CFt as a treatment intervention.
to view a summary of the 12 studies
reviewed, see table 1 overleaf. 
Participants in the studies presented with
(a) mental health problems (2 studies), (b)
psychosis (3 studies), (c) trauma symptoms
(4 studies), (d) eating disorders (1 study),
and (e) personality disorders (1 study), and
(f) CFt-group approach for acute inpatients
(1 study). a summary of the literature that
addressed use of CFt with participants expe-
riencing mental health problems follows.
(a) CFT and its effectiveness at treating
individuals with mental health problems
two of the 12 studies support the effective-
ness of CFt at treating clients with chronic
mental health problems (gilbert & Proctor,
2006; Judge et al., 2012).
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(1) gilbert and Proctor (2006) used a
group-therapy approach to help individuals
experiencing high-shame and self-criticism.
Participants’ received 12 two-hour CFt
sessions supported within a CBt pro-
gramme. a weekly diary was also completed
to assess participants’ self-attacking and self-
soothing behaviours. Post-therapy, a signifi-
cant reduction in depression (p<0.03),
anxiety (p<0.03), self-criticism (p<0.03),
shame (p<0.03), inferiority and submissive
behaviour (p<0.05) were found. also
recorded in the diaries was discourse that
relates to an increase in feelings of self-
warmth, reassurance for self and self-care.
there was no significant change in self-
correcting and self-attacking scores. one
limitation of the gilbert and Proctor (2006)
study was the small participant group (N=6).
However, this study presents as a pilot, with
room for repetition and validation in similar
contexts. 
(2) Judge et al. (2012) found significant
reductions post CFt therapy in symptoms of
depression, anxiety, stress, self-criticism,
shame, submissive behaviour and social
comparison in individuals (N=27) attending
group therapy (seven groups with an average
of (N=5) per group). the analyses revealed
significant improvements in scores for all of
the study variables with the exception of the
self-correction sub-scale. the authors
propose that self-correction could possibly
be seen as a positive, preventing people from
becoming too arrogant or as a way of helping
maintain their standards. CFt had a signifi-
cant impact at reducing depression, anxiety,
and internal and external shame in clients’
experiencing chronic mental health
problems. additional qualitative data
supported that CFt was easily understood,
helpful and well-tolerated by clients. 
(b) CFT and its effectiveness at treating
people with psychosis
three of the 12 studies support the effec-
tiveness of CFt at treating clients with
psychosis (mayhew & gilbert, 2008; laith-
waite et al., 2009; Braehler et al., 2012).
(3) mayhew and gilbert (2008) present
individual case-studies that explore three
clients’ with auditory hallucinations and
their acceptance of CFt. Between sessions
clients recorded auditory hallucinations, and
their critical and compassionate thoughts
towards self. CFt focused on helping them
develop empathy for fear and distress felt,
and also to develop tolerance and compas-
sion for their fears through generating
warmth and self-acceptance in response to
their self-critical thoughts. Results recorded
a decrease in depression, psychoticism,
anxiety, paranoia, obsessive-Compulsive
Disorder (oCD) and interpersonal sensi-
tivity. In response to CFt therapy, all three
participants’ auditory hallucinations became
less malevolent, less persecuting and more
reassuring. a surprising ﬁnding from this
study was that two participants’ self-compas-
sion and self- criticism scores as measured by
the self-Compassion scale (Neff 2003) did
not reﬂect their diary sheet scores. all partic-
ipants rated themselves as highly self-
compassionate at commencement of therapy
but later reported that they had not under-
stood ‘self-compassion’ until they started to
engage in Cmt.
(4) Braehler et al. (2012) conducted a
Randomised Clinical trial (RCt) that
compared outcomes of a CFt group (N=22)
and a treatment as Usual (taU) group
(N=18) in clients diagnosed with schizo-
phrenia-spectrum disorder. therapy focused
on reducing symptoms of shame and self-
criticism and developing self-compassion.
Post 16-weekly sessions, the CFt group
showed greater observed clinical improve-
ments (p<0.001). a significant increase in
compassion (p=0.015) was associated with
significant reductions in depression
(p=0.001), and a decrease in perceived social
marginalization (p=0.002). When treatment
scores were compared at the end of therapy
there was a significant increase in compas-
sion (p=0.02) compared to non-signiﬁcant
small effects in taU. although further
studies are required to validate these find-
ings, using CFt as a therapeutic intervention
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with individuals with schizophrenia-spec-
trum disorder has shown to be an effective
and safe form of therapy. 
(5) laithwaite et al. (2009) evaluated a
10-week CFt programme that included
(N=19) clients diagnosed with psychosis who
were residing in a high security setting.
By the end of the programme significant
improvements in social comparison
(p<0.05), self-esteem (p<0.01), shame
(p<0.05), and depression (p<0.05) were
achieved. significant differences in self-
compassion and self-concept were not
found, leading the authors to conclude that
the self-report of compassion could be
different for individuals who have lacked the
experience of compassion from others
during critical periods of their development.
Further replication of this study could
involve a waiting list control group and a
larger sample size.
(c) CFT and its effectiveness at treating
symptoms of trauma
Four of the 12 studies supported effective-
ness of CFt at treating clients with symptoms
of trauma (ashworth et al., 2012; Beaumont
et al., 2012; Bowyer et al., 2014; Beaumont &
Hollins martin, 2013).
(6) ashworth et al. (2011) reported that
CBt had limited effect on Jenny who had
experienced traumatic brain injury. In
contrast to CBt, CFt helped reduce depres-
sion and anxiety, improve validation of ‘self’,
increase acceptance of difficulties, raise self-
esteem, and reduce anger. Ratings of beliefs
relating to key cognitions also improved.
the cognition ‘I am worthless’ fell to 10 per
cent from 100 per cent by the end of therapy.
It is important to note that Jenny was treated
in the context of a holistic rehabilitation
program. therefore, it cannot be assumed
that the clinical changes observed are due
only to CFt interventions. However, devel-
oping a portfolio of case studies would work
towards validating the findings of this single-
case report (Fishman, 2005). 
(7) Beaumont et al. (2012) compared
outcomes of clients with trauma-related
symptoms between a group that received
Cmt and CBt (N=16), and a CBt only
group (N=16). Participants in both treat-
ment groups experienced statistically signifi-
cant reductions post-therapy in symptoms of
anxiety (p<0.001), depression (p<0.001),
avoidance (p<0.001), hyper-arousal
(p<0.001) and intrusive thoughts (p<0.001).
However, there was no significant difference
between treatment groups. Participants in
the CBt/Cmt condition developed statisti-
cally significant higher self-compassion
scores post-therapy than the CBt-only
group. the main effect comparing the two
types of treatment was significant
[F(1,30)=4.657, p≤.05] suggesting higher
levels of self-compassion post-therapy in the
CBt/Cmt group..
(8) Bowyer et al. (2014) used Cmt to
enhance trauma-focused CBt with a 17-year-
old girl who was sexually assaulted at the age
of 13. Post-therapy, there was an increase in
self-reassurance, with reduced PtsD, depres-
sion, self-attacking behaviours and shame.
again, assembling an anthology of case-
reports with similar findings will help vali-
date use of Cmt adjacent to trauma-focused
CBt. 
(9) Beaumont and Hollins martin (2013)
propose that Cmt can be used as a resource
in eye movement Desensitization and Repro-
cessing (emDR). In the Beaumont and
Hollins martin (2013) single-case report,
emDR was used to treat a 58-year-old man
who presented with psychological distress
and somatic symptoms post-trauma. emDR
combined with Cmt facilitated recall of
forgotten memories about the client’s sister’s
traumatic death, with emotions of shame
and grief creating insight into how past
events linked to a current signature-signing
phobia. the combined emDR/Cmt
approach was implemented to reduce threat
of rejection, self-criticism, and self-attack
(Wheatley et al., 2007). this client
responded well to strategies used to increase
self-compassion and tackle the ‘critic within.’
eight sessions of compassion-focused emDR
eliminated the client’s signature signing
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phobia, reduced his anxiety and trauma
related symptoms, and elevated his mood
and self-compassion. these effects main-
tained at 9-month follow-up. a multiple base-
line case study could be used in future
research to examine the individual contribu-
tions of Cmt and emDR.
(d) CFT and its effectiveness at treating 
individuals with eating disorders
one of the 12 studies supported effective-
ness of CFt for treating clients with eating
disorders (gale et al., 2012).
(10) gale et al. (2012) measured
outcomes between 2002-2009 from inte-
grating CFt into a standard CBt
programme for clients with eating disorders
(N=139). 
In total, 73 per cent of clients with
bulimia nervosa, 21 per cent with anorexia
nervosa, and 30 per cent with atypical eating
disorders reported significant improvements
in their eating disorders by end of treatment.
the results of the study suggest that individ-
uals with eating disorders can benefit from a
compassion-focused approach. However,
due to issues surrounding missing data only
99 people who completed the programme
had pre- and post-scores at the end of treat-
ment. 
(e) CFT and its effectiveness at treating 
individuals with personality disorders
one of the 12 studies supported effective-
ness of CFt for treating clients with person-
ality disorders (lucre & Corten, 2012).
(11) lucre and Corten (2012) measured
the responses of clients with diagnosed
personality disorders (N=8) who had
completed a 16-week course of CFt
informed by CBt. a significant reduction in
depression (p<0.05), stress (p<0.05), shame
(p<0.05), social comparison (p<0.01), self-
hatred (p<0.01), and an increase in self-reas-
surance, well-being and social functioning
(p<0.01) were reported. Qualitative feedback
informed that participants found CFt
helpful, with benefits upheld at one-year
follow-up. a limitation of this study is that it
is difﬁcult to identify the speciﬁc aspects of
the CFt programme that accounted for the
signiﬁcant changes in the self-report meas-
ures. However, improvements were main-
tained at one-year follow-up.
(e) CFT and its effectiveness at treating 
individuals in acute in-patient settings
one of the 12 studies supported effective-
ness of CFt for treating clients in acute in-
patient settings (Heriot-maitland et al.,
2014).
(12) Heriot-maitland et al. (2014)
assessed the impact of 22 CFt group sessions
delivered over a six-month period to patients
(N=82) in an acute unit. Participants rated
their pre- and post-session levels of distress
and calmness on a six-point likert scale,
which produced 57 datasets. Results found a
significant reduction in levels of distress
(p=0.005) and a significant increase in
overall calmness post-session (p=0.05) partic-
ularly within a session which focused on
imagery (p=0.019). Qualitative data themes
produced were labelled ‘understanding
compassion’, ‘experience of positive affect’
and feelings of a ‘common humanity’. 
a limitation of this pilot study is that it did
not use standardised outcome measures.
However, comments from the individuals in
the group offered rich data regarding client
experience of therapy. 
Discussion 
strengths and limitations of the studies
examined and identified areas for future
research follow. First, the research questions
were supported by the findings of this narra-
tive review. CFt has shown itself in the
context of the reviewed studies to be an
effective therapeutic intervention. also,
analysis has demonstrated benefits of using
CFt as an adjunct to psychotherapy and
CBt. In essence, the evidence examined
supports that people referred for psycho-
logical intervention may benefit from 
developing self-compassion. 
three of the studies examined were case
studies (ashworth, 2011; Beaumont et al.,
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2012; Bowyer et al., 2014), one was a case
series (mayhew & gilbert ,2008), and a
further three had ‘sample sizes’ of (N=20) or
under (gilbert & Proctor, 2006; laithwaite et
al., 2009; lucre & Corten, 2012). yet,
because of small samples and lack of rigour
from tight control groups, generalisation of
findings to the wider population becomes
problematic. also there is ambiguity about
whether or not changes in self-compassion
were in fact due to the CFt therapy alone.
Due to therapy being combined with emDR
or CBt in some of the studies cited, it is
advised that further research examines
stand-alone CFt in clinical contexts. 
also, without a treatment control group
(Braehler et al 2012), it is difficult to deter-
mine if individuals improved as a direct
result of the CFt or because of external
factors (Corney & simpson, 2005), such as
personality type, social support, relapse
prevention, relapse indication issues and/or
individual resilience. Increasing sample sizes
and taking a gold standard RCt approach is
essential to further validate effectiveness of
the CFt technique (mcleod, 2010). to our
knowledge effect sizes quantifying the differ-
ence between groups and the effectiveness
of the treatment intervention was not
reported in all of the studies reviewed.
Reporting effect sizes in research is valuable
for quantifying the effectiveness of the inter-
ventions examined (Huberty, 2002).
triangulating quantitative data with qual-
itative approaches also helps identify palata-
bility of CFt at an individual level. For
example, laithwaite et al., (2009) reported
that some clients struggled with compas-
sionate imagery tasks. In contrast, Hariot-
maitland et al. (2014) reported that their
imagery sessions were particularly well-
received by inpatients, and that they received
the lowest attrition rate (25 per cent) of all
the therapeutic interventions used. these
conflicting results, support that some indi-
viduals appreciate CFt imagery exercises,
whilst others do not. Consequently, rich
detailed qualitative data is essential if thera-
pists are to understand why particular
aspects of CFt works and with whom. 
other aspects that require exploration
include, mismatches between clients’ diary
reports and their self-compassion scores. For
example, mayhew and gilbert (2008) report
that self-compassion scores in their study did
not mirror participants’ diary sheet scores.
also, some clients’ rated themselves as highly
self-compassionate, and later in therapy
reported that they did not understand what
the term meant. this highlights the impor-
tance of clearly defining the term ‘compas-
sion’ and assessing client comprehension
throughout therapy and before CFt
commences. In addition, for the evidence-
base to develop, it is important to gather
follow-up data to ascertain longevity of
scores. 
a variety of measures and questionnaires
were used in the 12 studies (refer to table 1)
including: 
l Functions of the self-Criticizing/attack-
ing scale (gilbert et al., 2004)
l Forms of self-Criticizing/attacking and
self-Reassuring scale (gilbert et al., 2004) 
l self-Compassion scale-short Form (Raes
et al., 2010)
l self-Compassion scale (Neff, 2003)
l other as shamer scale (goss et al., 1994)
l submissive Behaviour scale (allan &
gilbert, 1997) 
l social Comparison scale (allan & gilbert,
1995). 
a further question for researchers to
consider is what outcomes measures are
appropriate for future CFt research?
Conclusion
Counselling psychology welcomes the oppor-
tunity to integrate new developments within
existing therapeutic approaches and it is
essential that new treatment options be
examined so that we as a counselling and
psychotherapy profession provide therapy
that meets the needs of clients referred for
psychological intervention.
this review has shown benefits of using
CFt to create a more affiliated orientation to
ones-self and others. However, further
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research evidence in this area is needed in
order to ensure that we as a therapeutic
community offer the best treatment for
those individuals referred to us for
psychotherapy. to date there is not enough
evidence to suggest that CFt is as effective as
other psychotherapeutic interventions.
the CFt model is advantageous because
it can be integrated into a CBt program or
incorporated into other psychotherapeutic
frameworks. In conclusion, data provides
promising support for the utility of CFt, with
research already conducted an encouraging
starting point for exploring structured, time
limited, compassion-focused interventions
for clients diagnosed with clinical condi-
tions.
In terms of future research, there are a
number of research questions that remain
unanswered. For example:
1. What elements of CFt are the most
effective, why and to whom?
2. What are the best measures of CFt?
3. How effective is CFt when used as a
therapeutic intervention on its own?
In addition to examining symptom reduc-
tion, further research is required to examine
improvements in quality of life, changes in
individual resilience and social functioning.
Introducing control groups, using larger
sample sizes, implementing long-term follow-
up and independent rating of changes in
outcomes would also improve rigour. also
needed are qualitative studies that explore
what is helpful during delivery of CFt to
enrich and develop skills of therapists from
the ‘compassionate mind community’.
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Abstract. Individuals working for the emergency services often bear witness to
distressing events. This outcome study examines therapeutic interventions for Fire
Service personnel (FSP) experiencing symptoms of trauma, depression, anxiety and
low levels of self-compassion. This study aims to investigate the effectiveness
of using Compassion-Focused Therapy (CFT) as an adjunct to Trauma-Focused
Cognitive Behavioural Therapy (TF-CBT) in reducing symptoms of trauma, anxiety
and depression and increasing self-compassion. A convenience sample (n = 17) of
participants, referred for therapy following a traumatic incident, were allocated to
receive 12 sessions of either TF-CBT or TF-CBT coupled with CFT. The study
employed a repeated-measures design. Data were gathered pre- and post-therapy, using
three questionnaires: (1) Hospital Anxiety and Depression Scale; (2) Impact of Events
Scale-R; (3) Self-Compassion Scale – Short Form. TF-CBT combined with CFT
was more effective than TF-CBT alone on measures of self-compassion. Significant
reductions in symptoms of depression, anxiety, hyperarousal, intrusion and avoidance
and a significant increase in self-compassion occurred in both groups post-therapy.
The study provides some preliminary evidence to suggest that FSP may benefit from
therapeutic interventions aimed at cultivating self-compassion. Further research is
warranted using a larger sample size and adequately powered randomized controlled
trial, to detect statistically significant differences and to negate the risk of confound due
to low numbers resulting in significant differences between groups at baseline. Using
CFT as an adjunct to TF-CBT may help FSP, who bear witness to the distress of others,
cultivate compassion for their own suffering.
Key words: Compassion-Focused Therapy, Compassionate Mind Training, Fire
Brigade, Fire Service personnel, self-compassion, trauma-focused CBT
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Introduction
Emergency work while rewarding, for many can also be a hazardous occupation, with staff
often facing traumatizing situations, long working hours and shift work. Personnel working
for the emergency services either bear witness to distressing events, memories, sights, smells
and/or sounds or are vicariously exposed to trauma. Individuals who respond to disasters and
threats of terror may be more at risk of developing psychological, social and physical reactions
(Fullerton et al. 1992; Harris et al. 2002), with shame, fear and guilt being common reactions
(Lee, 2009).
One of the psychological sequelae of exposure to trauma for emergency-service personnel
is post-traumatic stress disorder (PTSD).The lifetime prevalence of PTSD is estimated to be
6.8% (Kessler et al. 2005); however, for emergency personnel, such as firefighters, the chance
of developing PTSD has been estimated to range from 8% to 24.5% (Wagner et al. 1998;
Haslam & Mallon, 2003; Del Ben et al. 2006).
More recently, a systematic review undertaken by Berger et al. (2012) and an in-depth
review carried out by Skogstad et al. (2013), demonstrated the importance of preventive work
and a thorough follow-up of employees after a critical event. Berger et al. (2012) aimed to
estimate the worldwide pooled current prevalence of PTSD in rescue workers and concluded
they have a much higher prevalence of PTSD than the general public. The authors suggest that
there is a need for pre-employment strategies which aim to select the most resilient individuals
for rescue work, and a need to implement preventative and educational measures through
which resilience can be built.
PTSD symptoms can include hyperarousal, intrusive thoughts, fear, avoidance of feared
situations, flashbacks and nightmares. The DSM-5 (APA, 2013) now recognizes that negative
emotions, in addition to fear, may play a role in PTSD (Badour et al. 2015). For example,
shame, guilt and self-focused disgust may contribute to the development and maintenance of
PTSD. Individuals exposed to traumatic events may report feelings of shame, self-criticism
and guilt (Lee et al. 2001; Leskela et al. 2002; Jonsson & Segesten, 2004), particularly if they
have failed in their attempt to rescue or help the victim (Jonsson & Segesten, 2004).
Evidence regarding therapeutic approaches in addressing trauma
Trauma-focused CBT (TF-CBT) therapies, for example, Prolonged Exposure (Foa et al.
2005), Cognitive Processing Therapy (Resick & Schnicke, 1993) and Cognitive Therapy
for PTSD (Ehlers & Clark, 2000; Ehlers et al. 2005), are effective in the treatment of
PTSD (Bradley et al. 2005; Bisson et al. 2007) and are currently recommended as first-line
treatments for this condition (NICE, 2005).
All TF-CBT treatment programmes require the individual to confront trauma memories.
Research, however, has highlighted high drop-out rates of between 20% and 35% with trauma-
focused PTSD therapies that include exposure to trauma memories (Resick et al. 2002;
Foa et al. 2005). Moreover, between a third and a half of individuals receiving empirically
supported treatments for PTSD do not fully respond to treatment (Bradley et al. 2005).
Regardless of the above, other studies have demonstrated the effectiveness of TF-CBT and
its acceptability to those who experience PTSD (Ehlers et al. 2005; Smith et al. 2007). The
present study was specifically designed to explore the impact of introducing Compassion-
Focused Therapy (CFT) into a highly effective version of TF-CBT (Ehlers et al. 2005).
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Ehlers & Clark’s (2000) cognitive model of PTSD suggests that individuals with PTSD
perceive a serious current threat which includes: excessively negative appraisals of the trauma
and/or its sequelae, negative self-appraisals, for example, ‘I could have prevented this’, and
characteristics of trauma memories that lead to re-experiencing symptoms, such as flashbacks.
Therapy aims to modify negative appraisals, correct autobiographical memories that lead to
disturbance and remove maladaptive behavioural and cognitive coping strategies (Ehlers et al.
2005).
Ehlers & Clarke (2000) suggest idiosyncratic appraisals can maintain the sense of current
threat, and associated distress underlying PTSD symptoms. This can include guilt from
appraisals/ruminations about one’s perceived actions or failings, and/or shame about how one
reacted during or after the trauma and what such reactions mean about them as a person and
in the views of others. For example, negative ruminations about how colleagues may perceive
them. This is relevant to the present study as emergency personnel are exposed to critical
incidents on a regular basis and may be more susceptible to feelings of guilt and shame
(Jonsson & Segesten, 2004), especially if they feel that they have failed in their attempt to
help or rescue. Within this population stakes are high and the risk of making a mistake may
ignite a threat response and a fear that colleagues will reject them, which makes considering
an intervention that develops self-compassion and compassion for others relevant. Shame can
make the individual feel inferior, socially unattractive and powerless (Harman & Lee, 2010),
which can lead to self-criticism, isolation and self-blame. Therefore, for some individuals
PTSD symptoms may be maintained by shame rather than fear (Lee et al. 2001), because
individuals may persistently re-shame themselves, maintaining a sense of ongoing current
threat (Lee, 2009).
Thompson & Waltz (2008) found that students (n = 210), who had experienced a traumatic
event were more self-judgemental and self-critical. The researchers suggest that trauma
survivors may benefit from incorporating techniques into treatment, which will help them
address self-criticism, shame and increase affiliative feelings. Fire Service personnel (FSP)
face life-and-death situations and therefore integrating compassion-based approaches into TF-
CBT, may help FSP create self-supportive voices in response to shame and self-criticism and
may help them cultivate compassion for the suffering they have experienced (Leahy, 2001;
Gilbert, 2010).
CFT
CFT describes the process and theory of Gilbert’s (2000, 2010) model and was developed
specifically to help individuals who experienced high levels of self-criticism and shame
(Gilbert, 2000, 2010). Compassionate Mind Training (CMT) is an element of CFT, which
focuses on activating the self-soothing system using a variety of compassion-focused
interventions. Gilbert’s model of CFT suggests that compassion is a flow; we can feel
compassion from other people, we can direct compassion to other people and we can
direct compassion towards ourselves (Gilbert, 2010). The model incorporates elements of
attachment and evolutionary theory, the latter focusing on the evolution of the mammalian
affiliative system (Gilbert, 2010). Interventions aim to increase awareness and understanding
of human reactions to internal and external threats. Hence, the idea of incorporating an
intervention into TF-CBT to enhance self-compassion could improve FSP’s capacity to
manage distress through reducing levels of self-criticism, self-blame and shame.
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To achieve this, compassion-focused interventions are used which focus on helping
individuals to employ self-soothing techniques and create affiliative feelings towards
themselves and others (Gilbert & Irons, 2004; Gilbert & Proctor, 2006; Gilbert, 2010). Recent
research suggests compassion-focused practice can be beneficial for a range of client groups
(Beaumont & Hollins Martin, 2015). Particularly, assisting individuals with enduring mental
health problems (Gilbert & Proctor, 2006; Mayhew & Gilbert, 2008; Braehler et al. 2012),
eating disorders (Gale et al. 2014), social anxiety (Boersma et al. 2015), alcohol dependency
(Brooks et al. 2012) and help with trauma symptom reduction (Beaumont et al. 2012;
Beaumont & Hollins Martin, 2013; Bowyer et al. 2014).
Bowyer et al. (2014) used CMT as an intervention to enhance TF-CBT with a 17-year-old
girl, who had suffered sexual assault at the age of 13. Results indicated a significant increase
in self-reassurance and reduction in trauma, depression, shame and self-attacking symptoms
post-therapy. Likewise, Beaumont et al. (2012) found that individuals (n = 32) developed
more self-compassion post-therapy when CMT was used as a therapeutic intervention.
Further evidence from case study research suggests that CFT may be a useful resource in
eye movement desensitization and reprocessing (EMDR; Beaumont & Hollins Martin, 2013).
Beaumont & Hollins Martin (2013) present a case report of a 58-year-old man who presented
with psychological and somatic symptoms following a traumatic incident. The individual
had struggled to engage with cognitive behavioural interventions and therefore a combined
treatment approach was employed to help increase levels of compassion and tackle the ‘bully
within’. Thus, the application of a compassion-focused EMDR approach produced a post-
therapy reduction in trauma-related symptoms and an elevation in mood and self-compassion.
However, the limitation of a case study involving one person raises ambiguity about whether
or not adding CFT to EMDR actually added benefit over and above standard EMDR.
Compassion-focused interventions examine the interaction and link between three human
affect regulation systems: (1) threat and protection system, (2) seeking and acquiring system,
and (3) soothing and contentment system. Therapy aims to help restore balance between the
affect regulation systems, with individuals learning to access their self-soothing system in
response to threat. Responding to self-criticism by accessing the contentment/self-soothing
system therefore helps individuals develop self-compassion in response to their traumatic
experience. Within therapy, individuals learn through a variety of interventions, to cultivate a
compassionate mind and learn to develop understanding for the suffering they feel (Gilbert,
2010). Learning to help individuals manage self-criticism, develop a motivation for change
and incorporate self-soothing techniques into daily life, plays an important role in therapy.
Within therapy individuals learn the key skills required to develop compassionate attributes
which include, being motivated to care for and alleviate distress (care for wellbeing), having
a sensitivity to distress, responding to suffering with empathy, learning to tolerate difficult
emotions (distress tolerance) and responding to distress with non-judgement (Gilbert, 2010).
Therapeutic interventions focus on the skills of compassion which include, compassionate
reasoning, compassionate behaviour, compassionate imagery, compassionate feeling and
compassionate sensation (Gilbert, 2010).
Rationale for the study
Early research findings suggests that psychotherapists may find benefit from incorporating
CFT into a CBT approach. This is the first study that has investigated CFT as a therapeutic
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intervention for FSP. The study aimed to explore the effectiveness of using CFT as an adjunct
to TF-CBT (Ehlers et al. 2005) in reducing symptoms of trauma, anxiety and depression and
increasing self-compassion.
Method
The study used a 2×2 mixed-group design with repeated measures on the second factor (data
collected from FSP pre-therapy and post-therapy).
Participants
Seventeen participants referred for therapy with symptoms of trauma took part in this study. A
Fire Service in England referred participants for therapy. FSP were allocated to one of the two
groups prior to the start of therapy. One group (n = 8) received TF-CBT (treatment as usual)
for up to 12 weeks and the second group (n = 9) received a combination of TF-CBT and
CFT for up to 12 weeks. The initial and final sessions lasted 90 min, with all other sessions
lasting 60 min. In the TF-CBT group, seven of the eight participants attended 12 sessions
of psychotherapy and one participant attended 11 sessions. In the combined group seven
participants completed 12 sessions of therapy, one completed 11 sessions and one completed
nine sessions. Individuals who received fewer sessions did so because they were ready to be
discharged. The sample in the TF-CBT group consisted of six males and two females with
a mean age of 41.3 (range 27–55) years and the combined group consisted of six males and
three females with a mean age of 43.2 (range 25–54) years.
Procedure
Following the cognitive model of PTSD (Ehlers et al. 2005), all individuals received
TF-CBT from an EMDR Europe-Approved and BABCP-accredited cognitive behavioural
psychotherapist (E.B.). In addition, those in the combined therapy group were taught to use
interventions that help provide a supportive and affiliative response to suffering. Psycho-
education was used in both groups. In the combined group individuals were introduced
both to TF-CBT psycho-education and to the CFT model. The combined group were given
explanations regarding how the human brain has evolved to respond to threat and Gilbert’s
(2009) three-circle model was introduced and diagrams presented explaining the model
(see Gilbert, 2014 for an overview of the model). Individual formulations were conducted
for all participants in both groups. For example, in the combined group compassion-
focused formulations were introduced to explain how early life experiences impact on
the development of the threat system, how humans cope with threat and how following
trauma the coping strategies utilized may be unhelpful and lead to unintended consequences.
Compassion-focused thought records were used in the combined group with a focus on
creating encouraging thoughts using warmth and a compassionate tone. Individuals in both
conditions wrote accounts of the trauma and focused on ‘hotspots’. However, individuals in
the combined group also spent time focusing on compassionate letter writing by connecting
with a compassionate self (a compassionate self that understands, supports and validates
unconditionally). Table 1 provides examples of some of the interventions used in both
conditions.
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Table 1. Some of the treatment interventions incorporated into both conditions
Trauma-focused CBT (Ehlers et al. 2005) Compassion-focused therapy (Gilbert, 2010)
Identifying relevant appraisals, memory
characteristics and triggers
Identifying behavioural and cognitive strategies
that maintain PTSD
Examining ‘hotspots’
Socratic questioning
Identifying an alternative new appraisal – e.g. by
adding it to a written account or by using
imaginal reliving
Revisiting the scene of the trauma to: (1) obtain
evidence that helps explain why or how an event
occurred. This is helpful for FSP who have
appraisals such as ‘I could have prevented this
from happening’ and (2) focusing on what was
different between ‘then’ and ‘now’
Reclaiming work – reintroducing social and
behavioural activities that have been avoided or
given up following the trauma
Develop a narrative account – starting before the
trauma and ending after the individual is safe
again. Events are placed in the past
Cognitive restructuring – focusing on the personal
meanings of the trauma and its sequelae
Examination of maintaining strategies –
rumination, hypervigilance and/or safety
behaviours
Developing sympathy, acceptance and insight
into one’s own difficulties through
self-reflection and mindfulness
Learning to notice and experience physiological
and psychological reactions with compassion,
empathy and kindness
Developing breathing techniques – e.g. soothing
rhythm breathing
Creating an imaginary safe place in the mind’s
eye that provides a sense of calm and peace
Imagining and using acting skills to experience
a compassionate self
Experiencing compassion as a flow which can
flow in three ways: (1) from other people to
oneself, (2) from oneself to other people and
(3) from and to self
Using thought records to explore the role played
by self-critical rumination
Learning to respond compassionately to the
‘bully within’
Thinking about and responding to the anxious,
sad, angry and critical self
Compassionate letter writing which focuses on
being kind, supportive and nurturing as
opposed to being self-critical
Creating a ‘step by step’ approach to cope with
trauma symptoms such as avoidance
PTSD, Post-traumatic stress disorder; FSP, Fire Service personnel.
Measures
The Hospital Anxiety and Depression Scale (Snaith & Zigmond, 1994). This 14-item
questionnaire measures symptoms of anxiety and depression. The scale is easy to administer
and is a useful tool to measure symptoms of change over time.
The Impact of Events Scale – Revised (IES-R) (Horowitz et al. 1979; Weiss & Marmar, 1996).
This questionnaire measures symptoms of trauma and consists of 22 items, which measure
avoidance, intrusion and hyperarousal.
The Self-Compassion Scale – Short Form (SCS-SF; Raes et al. 2011). This 12-item
questionnaire uses a Likert scale of 1 (almost never) to 5 (almost always) to measure ‘how
I typically act toward myself in difficult times’. The SCS-SF is an alternative to the 26-item
questionnaire (Neff, 2003).
All three scales are reliable measuring tools, having high internal validity (Snaith &
Zigmond 1994; Weiss & Marmar, 1996; Neff, 2003).
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Table 2. Pre- and post-therapy mean scores and standard deviations for the CBT-only group and the
CBT+CFT group
Therapy type
CBT group (n = 8) CBT+CFT group (n = 9)
Pre Post Difference Pre Post Difference
HADS
Anxiety 10.3 (2.7) 4.4 (1.9) 6.0 (2.6) 14.8 (4.5) 5.3 (1.1) 9.5 (4.7)
Depression 10.6 (3.5) 4.9 (2.0) 5.7 (3.0) 15.9 (3.3) 5.9 (1.4) 10.0 (2.6)
IES-R
Avoidance 19.7 (6.2) 7.7 (3.4) 12.0 (4.4) 22.1 (5.0) 5.0 (3.5) 17.1 (6.3)
Hyperarousal 15.4 (5.1) 5.1 (3.3) 10.3 (2.9) 13.2 (5.6) 3.4 (2.9) 9.8 (4.4)
Intrusion 20.9 (5.0) 7.4 (3.9) 13.5 (5.2) 23.0 (5.9) 6.9 (4.6) 16.1 (5.9)
Total IES 56.0 (7.5) 20.2 (6.4) 35.8 (7.7) 54.0 (15.3) 15.3 (9.1) 38.7 (13.0)
SCS-SF 1.9 (0.5) 3.1 (0.4) 1.3 (0.7) 2.2 (0.8) 3.9 (0.6) 1.7 (0.9)
Values given are mean (S.D.).
HADS, Hospital Anxiety and Depression Scale; IES-R, Impact of Events Scale – Revised; SCS-SF,
Self-Compassion Scale – Short Form.
Data analysis
To examine outcome measures comparing the efficacy for both conditions, analysis of
covariance (ANCOVA) was performed for each outcome measure using post-therapy scores
as the dependent variable, group as the independent variable and pre-therapy scores as the
covariate. Partial eta squared (η²) was calculated as a measure of the effect size. Data were
analysed using SPSS v. 20 (IBM Corp., USA).
Results
Table 2 reveals the mean and standard deviation scores for both groups pre- and post-therapy.
The mean scores suggest a greater improvement in the combined group for symptoms of
anxiety, depression, avoidance, intrusion and self-compassion. However, as both groups
started with different pre-therapy scores ANCOVA was implemented to control for any
possible differences in post-therapy scores and reduce the chance of within-group error
variance. When analysing outcomes between groups where differences in the independent
variable at the pre-intervention stage could affect the dependent variable outcome ANCOVA
is recommended, as it can control for such differences (Lord, 1967). Tests of normality
and skewness across clinical variables were within acceptable limits. Data were tested for
homogeneity of regression and linear relationships. Scores for anxiety and hyperarousal
violated the assumptions and therefore were excluded from the analysis. All other variables
met the assumptions to proceed with ANCOVA.
After controlling for pre-test scores there was a significant effect of the between-groups
factor for self-compassion (F1,14 = 7.014, p = 0.05, η² = 0.334). This suggests that TF-CBT
combined with CFT was more effective than TF-CBT alone in increasing self-compassion
among this present sample of firefighters.
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Although not statistically significant, results from the ANCOVA revealed a trend towards
greater reduction in estimated marginal means in the TF-CBT+CFT group for scores of
depression (TF-CBT: mean = 5.6, S.D. = 0.60; TF-CBT+CFT: mean = 5.1, S.D. = 0.56),
intrusion (TF-CBT: mean = 7.6, S.D. = 1.4; TF-CBT+CFT: mean = 6.6, S.D. = 1.3),
avoidance (TF-CBT: mean = 7.3, S.D. = 1.0; TF-CBT+CFT: mean = 5.3, S.D. = 0.96)
and the total IES-R (TF-CBT: mean = 19.9, S.D. = 2.6; TF-CBT+CFT: mean = 15.5, S.D. =
2.5). The estimated marginal means scores control for the effect of the covariate for pre-
intervention measures by providing an estimate for adjusted means (Field, 2013). This gives
an overall average for the pre-stage scores on all independent variables to further control for
extreme differences in pre-therapy scores between the two groups. We must stress that, as the
results did not achieve statistical significance, they are reported here only as an indicator of a
possible trend warranting further study.
Discussion
The results indicate a statistically significant reduction in symptoms of hyperarousal,
avoidance, intrusion, depression and anxiety post-therapy and a significant increase in self-
compassion for both groups, with effect sizes high. Analysis of the comparative efficacy of
both treatment groups indicates that the combined group was more effective for increasing
self-compassion. Indeed, a large effect size was observed in the combined group post-therapy.
Both the TF-CBT alone group, and the CFT adjunct group, showed large and statistically
significant improvements post-therapy in intrusion, avoidance and hyperarousal symptoms,
as well as in anxiety and depression. Analysis of comparative efficacy of the treatment groups
found that CFT as an adjunct to TF-CBT improved self-compassion more than TF-CBT
alone. However, in this study, adding CFT to TF-CBT did not improve outcomes in trauma-
related or depression symptoms. There was, however, some evidence of a non-significant
trend favouring the combined CFT group, suggesting a larger study with greater power may
be worthwhile in order to clarify the findings.
The present findings are consistent with the results of Thompson & Waltz (2008), who
suggest that incorporating techniques into therapy that help create affiliative feelings, may
benefit individuals suffering with symptoms of trauma, develop self-compassion. The results
are in keeping with the findings of previous studies suggesting that when CFT is incorporated
into psychotherapy it can be effective in helping individuals who experience mental health
problems (Gilbert & Proctor, 2006; Mayhew & Gilbert, 2008; Beaumont et al. 2012; Braehler
et al. 2012; Brooks et al. 2012; Beaumont & Hollins Martin, 2013, 2015; Bowyer et al. 2014;
Gale et al. 2014; Boersma et al. 2015).
A strength of the study was that participants in both groups completed therapy which
is consistent with the findings of Ehlers et al. (2005). TF-CBT, as a stand-alone therapy,
was shown to be acceptable for those experiencing trauma-related symptoms, although as
highlighted the absolute therapeutic value of adding CFT for such symptoms has not been
demonstrated in the present study. Nevertheless the findings suggest that CFT may be a helpful
intervention, that can be integrated into traditional treatments for symptoms of PTSD and
that FSP may benefit from utilizing techniques that help them to develop inner caring and
compassion for the suffering they have experienced.
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Limitations
Within this preliminary study there were a number of methodological challenges. First,
participants in the TF-CBT group started their therapeutic journey with fewer symptoms of
depression, anxiety, avoidance and intrusion, and this could be viewed as a methodological
flaw. This highlights the problems of allocating participants into two separate groups prior to
collecting baseline measures, as both groups can start with different pre-intervention scores.
A statistical strategy to address this in the current study was to use ANCOVA within the
analysis plan. However, a more erudite solution to this fundamental problem is to conduct an
adequately powered randomized controlled trial (RCT), with sufficient sample size to detect
statistically significant differences between groups and to negate the risk of confound due
to low numbers resulting in significant differences between groups at baseline. An RCT as
suggested, would require robust randomization procedures and consider carefully the role
of blinding procedures within the study paradigm. A further limitation is that this study did
not encompass a ‘no treatment’ comparison group. However, we did have a ‘treatment as
usual group’. The sample size was adequate for this preliminary pilot and feasibility study;
however, the small sample size limits generalizability and may have also occluded potentially
meaningful effects of the intervention as highlighted earlier by non-statistically significant
improvements in some of the subscale scores. Another limitation is that it is difficult to deter-
mine which aspects of TF-CBT and CFT led to the improvements. Consideration also needs to
be given to potential ‘dosage’ issues because the therapeutic interventions in both conditions
varied, which meant that participants in the combined group received a different dose of TF-
CBT than the TF-CBT group. This issue would need to be addressed in larger scale study,
particularly if data is collected from a variety of psychotherapists. A potential solution is that
a more uniform structure of therapy be delivered and a framework followed that can achieve
high implementation fidelity as this may be the best way of replicating success. Carroll et al.
(2007) developed one such framework, which the authors suggest enables better evaluation of
intervention outcomes, improves the credibility and validity of the research and may protect
against intervention variation. This should be considered in future research studies.
Further research
The addition, of a qualitative arm of inquiry to understand the client’s experience of the
intervention might illuminate a greater understanding of the impact of CFT at an individual
level. This would also help clinicians to evaluate CFT as a stand-alone therapy. Follow-up data
is essential for future research as this would help researchers to examine the impact cultivating
self-compassion has on relapse rates. Further research investigating the impact CFT has
on self-criticism, and the negative coping associated with emergency-service personnel’s
experience of trauma (Cicognani et al. 2009), would be beneficial to the Fire Service and
the therapeutic community.
Conclusion
This study aimed to compare outcome measures from two groups of FSP referred with trauma-
related symptoms and low levels of self-compassion. The results indicated that TF-CBT
significantly reduced symptoms of trauma whether or not combined with CFT. Adding CFT
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had no statistical significant effect on trauma-related symptoms or depression, but did improve
self-compassion relative to TF-CBT alone. Nevertheless, the study provides some preliminary
evidence to suggest that FSP may benefit from therapeutic interventions aimed at cultivating
self-compassion. A full-scale adequately powered and with sufficient sample size RCT is
recommended to address the limitations inherent in the current preliminary pilot investigation.
However, proof of concept would seem to have been demonstrated to a significant degree in
the current study thus providing support and justification for such an RCT.
This the first study to examine the effectiveness of incorporating CFT into a TF-CBT
programme using a sample FSP. There is a growing body of evidence within the therapeutic
community, which suggests that developing feelings of compassion can aid mental wellbeing.
CFT can lead to higher levels of self-compassion and a sensitivity to suffering. Learning to
self-soothe in response to threat, shame and self-criticism may help FSP who bear witness to
suffering on a daily basis. Using CFT as an adjunct to TF-CBT may enhance the use of CBT
for FSP. This inaugural paper opens this discussion.
Summary
• Compassion-focused interventions focus on helping individuals to employ self-soothing
techniques and create affiliative feelings towards themselves and others.
• TF-CBT combined with CFT was more effective than TF-CBT alone on measures of self-
compassion.
• CFT as an adjunct to TF-CBT may be a useful intervention for FSP.
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Learning objectives
(1) To understand that CFT was developed specifically to help individuals who
experienced high levels of self-criticism and shame.
(2) To increase knowledge of the number of challenges Fire Service personnel (FSP)
face in their day-to-day work, which may lead to symptoms of shame, guilt, blame
and self-criticism.
(3) To recognize that incorporating compassion-focused interventions into TF-CBT
may enable FSP to employ self-soothing techniques and create affiliative feelings
toward themselves and others.
(4) To identify the interaction and link between three human affect regulation systems:
(i) threat and protection system, (ii) seeking and acquiring system and, (iii) soothing
and contentment system.
(5) To consider that no one therapy is panacea for all. Incorporating interventions
that aim to cultivate compassion for self and others into psychotherapy may help
individuals who bear witness to the suffering of others and as a result may develop
symptoms of PTSD.
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Abstract
Introduction: In the UK, almost 50% of illness diagnosed among working
age adults is mental distress, with depression and chronic anxiety cited as
the two most prevalent psychological illnesses. However, only 24% of
those who experience anxiety and depression, consistent with diagnoses,
receive National Health Service (NHS) interventions. Effective mental
health care is predicated on understanding the lived experiences of those
using services in order to provide sensitively attuned therapy. An
understanding of the process of counselling and what makes it effective
will only be achieved through hearing the voices of service users.
However, with regard to counselling, the literature foregrounding the
perspectives of those using services remains sparse. Method: This study
reports on a qualitative research project, the aim of which was to explore
the experiences of people who have used North Staffs MIND’s Adult
Counselling Service in order to elicit the strengths of and/or opportunities
for improving the service. Twelve participants, five males and seven
females, were interviewed on a one-to-one basis and six themes were
identified; Mindful of the Gap; Easing Like Sunday Morning; Magic
Moments; Love is in the Air; Lighting up a Future and Following up the
Changes: Spreading the Word. Results: Findings suggest the participants
in this study found the service beneficial, with therapeutic interventions
being tailor-made to meet the person’s needs, and one which ensures a
safe environment and compassionate care for those in distress.
Introduction
In the UK, almost 50% of illness diagnosed among
working age adults can be attributed to mental
distress (London School of Economic (LSE), 2012).
Depression and chronic anxiety are the two most
prevalent mental illnesses in the UK, accounting for
approximately £12 billion a year in lost revenue
(Layard et al., 2006). In 2012, 11.6 per 100,000 of the
population completed suicide, equating to 5,981
deaths in those 15 years old and above (Office of
National Statistics (ONS), 2014). Although
recognition is given regarding the differences between
mild and major depression, the latter has a high
association with suicide (MIND, 2013). While targets
for 2015-16 require the NHS to provide therapy
through the Improving Access to Psychological
Therapies (IAPT) programme, for 75% of people
within six weeks of referral and 95% of people within
18 weeks, only 24% of those experiencing anxiety
and depression receive intervention (DoH, 2015).
Voluntary sector mental health services often address
gaps in statutory provision for those who experience
psychological distress.
Effective mental health care is predicated on
understanding the lived experiences of those using
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services to provide sensitively attuned therapy
(McAndrew, Chambers, Nolan, Thomas & Watts,
2014). Twenty years ago, the Mental Health
Foundation (1997) suggested people who require
mental health services need: somewhere to feel safe and
accepted; a place where there is someone to talk to
when distressed; help to manage feelings; and support
from someone who is willing to listen. While
contemporary mental health providers are orientated
towards improving outcomes for those who use
services, these are not always person centred. For
example, service users accessing therapeutic
interventions via IAPT are likely to be referred for
cognitive behaviour therapy with little or no
negotiation. It is only through hearing their voices that
an understanding of the process of counselling and how
it works will be achieved (McAndrew et al., 2014).
However, with regard to counselling, the evidence-
based literature foregrounding the perspectives of those
using services remains sparse (McAndrew et al., 2014).
This study reports on a project exploring the narrative
accounts of those who have used North Staffs MIND’s
Adult Counselling Service.
Reviewing the literature
Service user involvement is not a new phenomenon.
Over the past 25 years, service user involvement in
clinical settings, professional education and health
and social care research has continuously gathered
momentum, becoming an implicit part of good
practice for a range of statutory and nonstatutory
organisations. The service user movement has been
particularly proactive within mental health, often
being seen as the way forward in helping to develop a
contemporary agenda within health and social care
(Chambers & Hickey, 2012,). In keeping with this
ethos, a review of the literature undertaken for this
study focused only on those papers including a service
user perspective.
To identify such papers, a rapid review of the
literature was undertaken, allowing for a quick sifting
out of inappropriate research and to establish an
overview of available evidence. Terms used to
describe service users (for example, clients,
consumers) and therapy (counselling, psychotherapy,
therapeutic engagement) were combined to search
databases including, MEDLINE (R), PsychINFO,
PsycARTICLES Full Text and PsycEXTRA, CINAHL
and ASSIA and inclusion criteria was also used to
capture relevant studies. This included papers: (1)
written from the client’s perspective; (2) in the
English language and (3) published from 1990
(approximate time of the start of the service user
movement) to present. A synopsis of the findings of
the rapid review is offered below.
Since 1990, one systematic review has been
published (Hodgetts and Wright, 2007), which
focused on client perspectives and identified five core
issues: helpful aspects of therapy; therapist advice and
problem solving; client’s understandings/expectations
of approach; reflexive aspects, such as self-disclosure;
and processes developed from ‘bottom-up’ enquiry.
These core issues reaffirmed that clients who
experience their therapist as personable, caring and
competent, are likely to have a more favourable
outcome (Hodgetts & Wright, 2007).
In addition to the above review, the literature
suggests for service users two important areas when
engaging therapeutically: the characteristics and
skills of the counsellor and the therapeutic
environment.
Counsellor characteristics and skills
The strength of the therapeutic relationship can
determine the outcome of therapy, with the
therapeutic alliance playing a central role in ensuring
success (Bamling & King, 2001; Bachelor, 2013). A
consensus of evidence suggests the quality of the
relationship impacts on the counselling being
perceived as positive (Hodgetts & Wright, 2007;
Horvath, 2013; Oliveira, Sousa & Pires, 2012;
Mooney, Gibbons, Gallop, Mack & Crits-Christoph,
2014). However, it is the counsellor’s ‘being’ that
appears to be of fundamental importance in the
creation of the therapeutic relationship (Mearns,
Thorne & McLeod, 2013) and therefore, as a person,
how he or she relates to the client is a vital factor
influencing therapeutic outcome.
Clients value a collaborative relationship, especially
when the therapist sees the person rather than a
diagnosis (Glass & Arnkoff, 2000). A non-judgemental
attitude has been found to considerably enhance the
therapeutic alliance (Hilsenroth & Cromer, 2007).
Clients also value therapists’ ability to deal with
difficult and strong emotions, while showing a
willingness to explore sensitive situations and provide
comfort (Glass & Arnkoff, 2000; Oliveira et al., 2012).
Likewise, knowing that the counsellor remains
compassionate, constant and reliable offers the client
reassurance that it is safe to work at an emotional
depth that might otherwise be avoided (Mearns &
Cooper, 2005).
In terms of counsellor skills, the most helpful
elements appear to be a therapist who listens and
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shows understanding (Glass & Arnkoff, 2000; Duncan
& Miller, 2000; Clarke, Rees & Hardy, 2004;
Fitzpatrick, Janzen, Chamodraka, Gamberg & Blake,
2009; Gostas, Wiberg, Neander & Kjekkin, 2012;
Jones, Latchford & Tober, 2016). From the available
evidence being listened to conveys the idea that the
therapist is paying attention to the client, reinforcing
to the client that they are being heard.
A counselling environment
To facilitate disclosure, clients need to have a safe space
to talk and express themselves, with flexibility within
the sessions to meet their individual needs (Gallagher,
Tracey & Millar, 2005; Omylinska-Thurston & Cooper,
2014; Simonsen & Cooper, 2015). Clients attribute
greater value to having the opportunity to share
emotions in a safe environment that promotes self-
reflection and self-knowledge (Lilliengren & Werbart,
2005). Many clients experience freedom and relief
when being able to talk openly, without censoring,
and without fear of upsetting the recipient (Lambert,
2007). Having the temporal space also appears to be
important. McManus, Peerbhoy, Larkin and Clark
(2010) identified having time to consolidate gains as an
important aspect of counselling, while Cape,
Whittington, Buszewicz, Wallace and Underwood
(2010) caution that results are poorer for time limited
therapies in primary care compared with therapies of
longer duration. Also, for some, the actual time in
session and the frequency of sessions are aspects of
therapy clients would prefer to change (Glass &
Arnkoff,2000; Barkham & Mellor-Clark, 2003; von
Below &Werbart, 2012).
While the above are facilitative aspects of therapy, it
is the client, as an active agent of change, who is
primarily responsible for changes that take place
during the therapeutic encounter (Cooper, 2008), thus
largely determining therapeutic outcome (Miller,
Hubble & Duncan, 2008). In the light of the above, and
within the context of this voluntary organisation,
therapy and therapist might most usefully be
evaluated by the client, with such knowledge being
harnessed to ensure we learn what makes counselling
effective for those who are experiencing psychological
distress.
Rationale
The organisation
North Staffs MIND’s Adult Counselling Service
provides counselling to adults who experience mental
health problems. In 2012/13, the Adult Counselling
target for ongoing sessions offered was 7,200. The
total number of new clients within this period was
1,246, of which 1,127 were offered ongoing
appointments. The service is provided by paid staff
and qualified volunteers, with sessional staff being
called upon when the budget allows. During 2012/13,
the average waiting time between assessment and
ongoing counselling was approximately 10 weeks,
with those considered to be a priority starting
counselling within four weeks of their initial
appointment. Of those attending the service; 53%
were female and 47% male, 97% were white British,
age distribution: 18–25, 20%; 26–35, 29%; 36–45,
24%; 46–65, 25%; 65+, 2%. In a sample of 200
people attending for counselling, 86.5% were
identified as experiencing anxiety and 78.5%
depression, with 19.5% having suicidal ideation
(McAndrew et al., 2014). While such statistical
information is useful to assess the level of service
being offered, North Staffs MIND wanted more in-
depth knowledge regarding the impact of the service
on the lives of those who had used it, in order to
provide greater insight and understanding of the
value of the service at both a personal and
community level. Therefore, North Staffs MIND
commissioned the University of Salford to undertake
the study as independent researchers. The aim of the
study was to explore the experiences of people who
have used North Staffs MIND’s Adult Counselling
Service in order to elicit the strengths of and
opportunities for improving the service.
Methodology
This qualitative research project collected data from
service users, enabling the researchers to focus on
understanding issues pertinent to individuals and the
organisation. Narrative accounts can be used to
challenge a theory, and this approach is ideal for in-
depth understanding of an individual’s experience
against the backdrop of an organisation (Creswell,
Hanson, Plano & Morales, 2007). Through hearing
the individual’s account of their lived experience in
the context of their social world, an understanding
can be gained of how each person locates him- or
herself in relation to their internal and external
worlds (Mason, 1996), in this instance their
experience of having received counselling within
North Staffs MIND’s Adult Counselling Service.
Ethical approval was granted via the Research,
Engagement and Innovation Panel, University of
Salford, ref HSCR 15/38.
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Recruitment
A purposive sample was used to ensure potential
participants met the inclusion criteria. The inclusion
criteria required participants to be aged 18 and above,
referred between 2012/13 and having completed their
counselling within the previous 12 months. It was
agreed with the organisation that, within the given
timeframe of the project, the researchers would aim
to recruit approximately 1% of the total new referrals
for 2012/13, equating to 10-12 people who had made
use of the service. Potential participants were
recruited via the organisation’s database. All those
meeting the inclusion criteria were sent a letter of
invitation asking if they would be interested in
participating in the research. The same invitation
appeared on North Staffs MIND’s website. Those who
responded positively were sent a participant
information sheet providing more detailed
information and were asked to contact the researchers
directly if they wished to discuss any of the
information further before making their decision.
Participants
Twelve people participated, five males and seven
females. All were white British, with an age range of
33 – 57 years (mean = 44.8 years). All participants
had experience of intervention from NHS services,
either through admission to hospital and community
care, being treated for depression, anxiety and/or
suicide intent. The demographic characteristics of
those participating were reflective of the clients seen
at North Staffs MIND’s Adult Counselling Service (see
above). Prior to participating, all participants were
asked to sign a consent form before being
interviewed.
Data collection
Narrative interviewing was the main approach for
data collection. Narrative offers the participant a topic
area and an open forum to tell their story in their own
way without researcher restriction (Riessman, 2008).
Interviews were carried out by members of the
research team, all of whom have a background in
counselling and psychotherapy and one who is also a
mental health professional. All researchers were
employed as lecturers at the University of Salford and
had no connection with North Staffs MIND.
Interviews started using an opening gambit of ‘please
just tell me about your experiences of your
counselling’. Where the participant found the open
nature of this challenging a structured first question
was asked: ‘what aspects of the counselling do you
think enabled you to talk about things that were
worrying you?’ Data were collected via face-to-face
interviews at a venue agreed between the participant
and the researcher. Interviews were audio-taped and
lasted around one hour, the shortest interview lasting
50 minutes and the longest 65 minutes. At the end of
each interview, there was a short, off-the-record,
debriefing opportunity.
Data analysis
Audio tapes were transcribed and the researchers
initially analysed each transcript for story content.
Following this, individually each researcher looked
across transcripts to identify uniqueness and/or
commonalities within the analysed stories. This allowed
for individual stories regarding the experience of the
counselling service to be told, as well as identifying
common themes that can be used to harness what has
worked well for those using the service and where
improvements might be made. Once transcripts were
considered by each researcher, a meeting was arranged
to discuss their individual analysis and to negotiate
themes believed to best represent the collective
findings. While there was consistency across all 12
narratives, at an individual level there were some
nuances differentiating participant stories. Individual
stories were reported in the final report (McAndrew,
Hickey & Beaumont, 2015). However, for the purpose
of this study, the themes identified across all 12
transcripts that are presented.
Findings and discussion
The findings presented represent the six common
themes identified across the 12 narratives: ‘Mindful of
the Gap’; ‘Easing Like Sunday Morning’; ‘Magic
Moments’; ‘Love is in the Air’; ‘Lighting up a Future’ and
‘Following up the Changes: Spreading the Word’. The
names of the participants included in the next section
are pseudonyms.
‘Mindful of the Gap’
It appeared from the data the organisation was filling
an important gap evident within current NHS mental
health care. A number of the participants talked of
their previous involvement with NHS mental health
services, whether through admission/s to hospital
and/or community care and the inadequacy of the
interventions offered.
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The second time I struggled with my life, the NHS
system, in my opinion, was struggling even more and
they offered me a telephone service, for want of a
better word, like theywould ring you up at a set time.
Now, that system I found totally inadequate. (Chris)
Likewise, the inflexibility of NHS services was
concerning;
I didn’t find CBT anything like my counselling. I
couldn’t sort of divulge a lot of the things like what
had happened because all I could think of was,
you’ve only got her [therapist] until March.
(Sandra)
In some instances, participants attending for
therapy sessions via statutory services were directed
towards this voluntary counselling service by their
therapist, as this was seen as a way of extending
psychotherapeutic support. However, being referred
to this organisation appeared to be a positive
experience for all the participants, as it offered
something more than they had previously
experienced. Brian reiterates what was said when he
first met his counsellor;
I am going to help you and we are going to fix this
and I [counsellor] am not going until it is done and
that is kind of how it felt. And that was very
unusual for me to experience, because in the past it
has always been, as I said earlier, a quick fix or a
short term course. (Brian)
A major difference in the way voluntary and
statutory services approach mental health is the former
adopt a humanising approach, rather than medicalising
or pathologising problems, the latter approach often
being called into question over a number of years
(Szasz, 1961; Szasz, 1991; Kleinman, 2008; McAndrew
et al., 2014). The humanising approach is evident
within the ethos of this organisation and is
demonstrated through interactions and encounters
both within therapeutic relationships and contextually
in its buildings, people and range of opportunities for
support. The ethos of the organisation is linked to the
second theme, ‘Easing Like Sunday Morning’, whereby
participants talked of a more general, whole
organisationally contextual approach, promoting a
sense of inclusion and security, a place where they felt
at ease to talk about their distress.
‘Easing Like Sunday Morning’
Participants identified aspects of the counselling
service that contributed to it being a ‘fantastic’
organisation and included: the actual building/s
providing a place of ‘sanctuary’, flexibility in
counselling arrangements, ‘the welcome’ and not least
‘all the people working there’.
Every person in this building from the girls
downstairs in the office, I don’t know, maybe it’s
just me, but you always seem to get this
reassurance, calmness. No matter what you say it
won’t be laughed at, or frowned at, or shock
somebody. (Jack)
I don’t know where they get it from but that
calmness and that trust thing. Like they’ve got all
the time in the world for you. (Julie)
Being able to instill calmness and trust and reassure
the client of their importance are key elements of
therapy (Rogers, 1951). Kindness, consistency,
empathy, unconditional positive regard, reliability
and compassion appear to feature strongly among all
those working at this counselling service. For the
participants, the development of such compassionate
qualities was facilitated by an organisation that not
only understands the importance of compassionate
care, but demonstrates it on a daily basis through the
beliefs and values of the team as a whole.
‘Magic Moments’
With regard to the third theme, all participants used
various superlatives when describing their counsellor.
A couple of participants had experienced a counsellor
they were not able to relate to, but this was attended
to during the early stages of therapy. The theme of
‘Magic Moments’ encompasses both the personal
characteristics and skills demonstrated by the
counsellor, enabling the participants to feel they were
being listened to and valued. Personal characteristics
encompassed: the counsellor’s way of being with the
service user; how he or she was able to gain and
sustain trust and hope; and the way in which caring
was demonstrated. The skills identified included:
active listening; hearing what was being said;
empathising and facilitating service users to see the
bigger picture and enabling new perspectives to be
considered. When the researchers came together to
discuss their individual findings across all 12
transcripts there was agreement about there being
counsellor ‘magic’, the bringing together all of these
important facets which led to a valued service. This
theme elicited most comments from the participants,
all of which were interrelated and appeared important
to participants and therefore it was decided to keep it
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as a theme but to subdivide into 6 sections: (1) Telling
the story: Hearing the narrative (2) Comfort and
understanding (3) It wouldn’t be make-believe (4)
There for me (5) Learning for and about me (6) A
bumpy ride. The six quotes below, respectively,
represent each subtheme, demonstrating their
importance in each participant’s healing process.
Just that sense of someone does want to know and
does want to listen and does want to help you, and
you can feel that, and that makes a difference.
(Julie)
I just trust her. She didn’t belittle me. I just feel
comfortable. I just feel. . .I don’t feel trapped. I don’t
feel I’ve got to. It’s all my choice if I want to tell not.
But I told her my secrets. (Lynn)
And the second you know someone believes you
it’s like a problem shared is a problem halved. He
believes me. He knows my mind is broke. And that
was just priceless. (Jack)
I saw it as her really wanting me to succeed. Not
just from a point that it was her job, but from a
point that she valued me as a person and, wanted to
help me and wanted me to succeed. She stuck by
me. (Brian)
She learned me how to cry and get rid of some of
these feelings I’d got inside of me, which was all
new. And at 50 odd it’s hard to take in. (Sandra)
He was really nice. He made you feel that you
weren’t nuts. He sort of got what I would say, the
daft thinking and he would be like on your side, but
helping you to realise that it wasn’t quite normal.
(Liz)
It was clear from the overarching theme and
subthemes that the participants within the study
believed their needs had been met within the context
of the counselling they received from the organisation.
‘Love is in the Air’
The fourth theme, ‘Love is in the Air’, relates to
participants’ gaining a sense of altruism, something
that could be considered a by-product of counselling:
developing compassion for other people’s suffering.
The majority of participants talked about what they
had got from counselling and how they wanted to
give something back, through not wanting more
sessions and/or by volunteering.
I just said to myself don’t be greedy, somebody else
needs your spot. (Sandra)
Her involvement made me want to do something,
made me want to give something back.
Consequently now I do various tasks, voluntarily,
to sustain this service for other people. (Brian)
From the gestures highlighted above, it appears the
participants learnt to care for themselves by
cultivating compassion for their suffering and that of
other people. Recent research has focused on the role
compassion plays in mental health care (Gilbert &
Procter, 2006; Beaumont & Hollins Martin, 2015) and
suggests that cultivating compassion can play an
important role within the therapeutic arena.
Developing self-compassion can lead to higher levels
of compassion for others and a motivation to help
other people (Wallmark, Safarzadeh, Daukantait _e &
Maddux, 2013). The accounts of the participants in
this study reiterate this, with the notion of ‘giving
something back’ post-therapy being evident among the
group.
‘Lighting up a Future’
‘Lighting up a Future’ appeared to be the result of the
above experiences. Participants talked of ‘hope’ and
also recognised how their counselling journey had
enabled them to move from a position of
powerlessness to one of being able to ‘take control of
their life’. Recent research has articulated the
relationship between taking control and gaining a
sense of autonomy, both of which play a pivotal role
in interpersonal empowerment (Hickey, 2013).
And I know they’ll put me on the list to see
somebody. So that’s what’s amazing. They’ve given
me something to help me to survive and trust in
people. (Sandra)
All of the participants in the study came away from
therapy having moved on and feeling more positive
about their future. Believing in self, others and the
organisation impacted positively on those who
participated in the study. The positivity instilled
through the organisation led to participant
satisfaction and, in the light of this, they were able to
offer only a few suggestions for change.
‘Following up the Changes: Spreading the Word’
The final theme encompassed the fear and
apprehension often experienced when counselling was
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coming to an end. The data suggest that the end of
counselling was negotiated between counsellor and
client, but some expressed apprehension as to whether
or not they would manage without their regular
sessions of counselling. Some of the participants
suggested a more stepped ending to the counselling,
believing thismay act as a safety net.
I felt like, completely lost when I came out of the
last one, I didn’t know what I was going to do. It
would have been nice if I could have paid to carry
on because you have got like a bond with them. Or
if you could have say a one-off every three months.
(Liz)
For some participants, the final few sessions of their
counselling were spread out and this appeared to be
an acceptable approach to bringing counselling to an
end. However, others suggested a ‘drop-in’ facility, as
this would provide a ‘safety net’;
If I had my way I would come here once a month. I
would just sit down with a counsellor and have a
good chat for 30 minutes and I believe it just. . .I
don’t know. It just tidies the garden up all the time
(previously used an analogy of his mental state
being akin to too many leaves on the lawn). (Jack).
In addition to the above regarding potential
changes, some unease was voiced in relation to the
gender mix between client and counsellor, with all
three comments relating to a female client with a
male counsellor. While all three women were positive
about their counselling experience, Sandra and Jan
managed to change counsellors and Pauline trusted
and liked her male counsellor, but felt unable to
discuss one aspect of her problem. The gender mix
may well be worth further consideration and how it
might be addressed in the light of personal preference.
The composite story, with its six themes, offers the
collective voice of the 12 participants giving context
to their shared positive experience of the service. The
theme of ‘Lighting up a Future’ goes some way to
explain why adult counselling at this organisation is
beneficial, while ‘Easing Like Sunday Morning’ and
‘Magic Moments’ foreground the characteristics
which made it a positive experience for those with
mental health problems. With regard to ‘Being
Mindful of the Gap’ this introduced the notion of how
participants used it as a benchmark for other
organisations offering therapy, by comparing their
experiences. Such positive experiences were reflected
in their collective altruism, ‘Love is in the Air’.
Likewise, ‘Following up the Changes: Spreading the
Word’ demonstrated an acknowledgement on the
part of the participants that certain changes would
further improve the service, while at the same time
reiterating their appreciation of the quality of service
provided. While some of the results echo previous
findings, others, such as the organisation being at
one, that is the same nurturing and compassionate
nature being consistently demonstrated by all staff
working there, offer further understanding of what
makes this specific therapeutic milieu such a positive
experience for those it provides therapy for.
Limitations
There were limitations of this study, the main one
being that only participants that had a positive
experience of therapy took part in the study. This is a
common problem when participants are self selecting
and could lead to findings that may not represent the
experiences of other service users. Likewise, while
using narrative produces rich data, findings are
limited to the specific context in which they were
generated. It is anticipated that North Staffs MIND
will use data from this study to complement the
quantitative data they collected prior to this study,
giving them a fuller picture of the impact of the adult
counselling service they offer.
Conclusion
Despite the limitations, it would appear for the
participants in this study that this voluntary sector
counselling service is providing interventions that
service users find more appropriate than those
available within NHS provision. The evidence
presented offers insight and understanding as to how
this counselling service has played a significant role in
enabling those with psychological problems to get
back on track and move towards building a better
future. This paper suggests this mental health
counselling service provides compassionate care
within a safe environment for those in distress. It is as
a result of this provision that service users report such
a positive impact on their psychological wellbeing
post-therapy.
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Background: compassion fatigue and burnout can impact on the performance of midwives, with this
quantitative paper exploring the relationship between self-compassion, burnout, compassion fatigue,
self-judgement, self-kindness, compassion for others, professional quality of life and well-being of stu-
dent midwives.
Method: a quantitative survey measured relationships using questionnaires: (1) Professional Quality of
Life Scale; (2) Self-Compassion Scale; (3) Short Warwick and Edinburgh Mental Well-being Scale;
(4) Compassion For Others Scale.
Participants: a purposive and convenience sample of student midwives (n¼103) studying at university
participated in the study.
Results: just over half of the sample reported above average scores for burnout. The results indicate that
student midwives who report higher scores on the self-judgement sub-scale are less compassionate
towards both themselves and others, have reduced well-being, and report greater burnout and com-
passion fatigue. Student midwives who report high on measures of self-compassion and well-being
report less compassion fatigue and burnout.
Conclusion: student midwives may ﬁnd beneﬁt from ‘being kinder to self’ in times of suffering, which
could potentially help them to prepare for the emotional demands of practice and study.
Implications: developing, creating and cultivating environments that foster compassionate care for self
and others may play a signiﬁcant role in helping midwives face the rigours of education and clinical
practice during their degree programme.
& 2015 Elsevier Ltd. All rights reserved.Introduction
The journey to become a midwife involves demanding work-
loads, challenging placements, and witnessing of traumatic events,
with subsequent stress sometimes affecting compassion fatigue
and burnout. Examples include, working with women whoBeaumont),
1@bolton.ac.uk (J. Carson).
158experience perinatal bereavement (Hollins Martin and Forrest,
2013; Hollins Martin et al., 2013, 2014), those who relinquish their
baby for adoption (Mander, 2000), or traumatic birth (Leinweber
and Rowe, 2010; Mollart, 2013; Sheen et al., 2014). In acknowl-
edgement of such stressors, the British Medical Association (BMA,
2011) and the Nursing and Midwifery Council (NMC, 2015)
recommend that a key element of health provision is to cultivate
an environment that fosters compassionate care.
In an effort to explore this topic, a literature search was
undertaken to ﬁnd out what was already known about compas-
sion in midwifery practice. A narrative review provided an
E. Beaumont et al. / Midwifery 34 (2016) 239–244240overview which informed that some worries in relation to com-
passion and midwives in fact exist. Brettle and Grant's (2004)
search strategy guidelines were followed, with key words includ-
ing: compassion, midwives, midwifery, stress, compassion fatigue,
burnout, and self-compassion. Databases explored included
MEDLINE (R), PsychINFO, PsycARTICLES Full Text and PsycEX-
TRAand CINAHL. As the authors wished to include both quantita-
tive and qualitative methods, a strict hierarchy of evidence was not
applied. The motivation was simply to capture a wide variety of
literature relevant to the area of interest. What follows is an
appraisal of aspects of compassion to underpin the value of con-
ducting the study.
Compassion
Religious scholars perceive that compassion involves being
charitable towards others (Barad, 2007). In contrast, the psycho-
logical sciences view compassion as recognising own or another's
distress, and making an attempt to alleviate it (Gilbert, 2009).
Empathy, distress tolerance, and kindness are key attributes of
compassion, with self-compassion associated with reduced self-
criticism, blame and worry (Neff, 2003; Gilbert et al., 2004; Gilbert
and Procter, 2006). Self-compassion has its roots in Buddhist
teachings, with research substantiating its link with psychological
well-being (e.g., Neff, 2003; Neff et al., 2005; Leary et al., 2007;
Hutcherson et al., 2008; Lutz et al., 2008; Gilbert, 2009; Kelly et al.,
2009; 2010; Beaumont et al., 2012; Germer and Siegel, 2012;
Beaumont and Hollins Martin, 2013, 2015). Mindfulness, empathy
and loving kindness are factors that cultivate self-compassion and
promote self-care and well-being (Raab, 2014).
Much debate has surrounded difﬁculties with health care
professionals delivering compassionate care in health care settings
(Care Quality Commission, 2011; Brown et al., 2013; Crawford et
al., 2013, 2014). High levels of self-compassion and compassion for
others has been linked with lower levels of compassion fatigue
and burnout (Figley, 2002; Beaumont et al., in press). Additionally,
higher levels of self-compassion post-therapy has been linked to
reduced trauma symptoms (Beaumont et al., 2012; 2013),
improved mood (Gilbert and Procter, 2006), and a reduction in
symptoms of psychosis (Mayhew and Gilbert, 2008; Braehler et al.,
2012). Self-compassion exercises have been shown to reduce cor-
tisol levels and increase heart-rate variability, which are linked
with an ability to self-soothe when stressed (Rockliff, et al., 2008).
Individuals who score:
 High on self-compassion are equally kind to others (Neff, 2003)
 Low on self-compassion are kinder to others than self (Neff,
2003; Neff and Germer, 2012)
As such, self-compassionate midwives are more likely to pre-
sent with greater empathy for a childbearing woman's suffering
through their appreciation of shared unity of pain (Şenyuva et al.,
2014). A positive correlation between self-compassion and emo-
tional intelligence was identiﬁed in nurses (n¼135) (Heffernan et
al., 2010), with an absence of self-compassion rendering carers less
able to convey authentic compassion towards patients. Although
participant numbers in the Heffernan et al. (2010) study are small,
results indicate the worth of further exploration, particularly into
the area of compassion fatigue and burnout in midwives.
Compassion fatigue and burnout
Compassion fatigue is personal suffering that results from
stress experienced through working with trauma (secondary
traumatic stress) (Figley, 1995), or the reality of practice being
mismatched to beliefs about care (Blomberg and Sahlberg-Blom,152007). Compassion fatigue has been diagnosed in doctors (Joinson,
1992; Pﬁfferling and Gilley, 2000; Benson and Macgraith, 2005),
nurses (Sabo, 2006), and midwives (Leinweber and Rowe, 2010).
Experiencing, high levels of empathic relationships with child-
bearing women can place midwives/student midwives at risk of
secondary traumatic stress (Leinweber and Rowe, 2010; Davies
and Coldridge, 2015). Symptoms of compassion fatigue include
(Figley, 1995):
 Lack of empathy/sympathy
 Irritability/anger
 Hyper-arousal
 Intrusive thoughts,
 Anxiety
 Increased alcohol consumption
 Trepidation of working with some patients
Women are more at risk of developing compassion fatigue than
men (Sprang et al., 2007).
In contrast to compassion fatigue, burnout is the physical and
emotional exhaustion that occurs in practitioners from working in
stressful environments (Figley, 1995). Maslach and Leiter (1997;
2008) propose three dimensions of burnout, which include:
(1) exhaustion, (2) cynicism, and (3) inefﬁcacy. In relation to
exhaustion, out of (n¼56) midwives, 60.7% were found to be
experiencing high levels of exhaustion and 30.3% burnout (Mollart
et al., 2013). A further study reported that 56% of nurses working
in acute medicine, and 20% in Accident and Emergency reported
emotional exhaustion (Gillespie and Melby, 2003a, 2003b). The
authors conclude that regular encounters of work related stress
may cause nurses to lose their ability to respond empathically to
their patients. One limitation of these studies is the small parti-
cipant numbers. Nonetheless, they indicate a problem worthy of
further exploration. Using a larger sample size, Bakker et al. (1996)
reported an association between increased workload and burnout
in Dutch midwives (n¼200), concluding that implementation of
policies to reduce burnout should be employed.
Together, burnout and compassion fatigue reduce attention,
concentration, ability to communicate, and they contribute
towards development of heart disease, mental health problems,
and obesity (Miller et al., 1988; Spickard et al., 2002). Also, expo-
sure to continual change, cutbacks, increased workloads, and
pressure to meet NHS targets augment pre-existing stress in
midwives (Todd et al., 1998; Kirkham, 2007; Iles, 2011), with
workplace settings, personal trauma, and role type all inﬂuencing
potential for the midwife to develop compassion fatigue and
burnout (Ray et al., 2013; Sheen et al., 2014). Continuous exposure
to distressing situations and lack of control can increase student
midwives susceptibility to developing compassion fatigue and
burnout (Abendorth and Flannery, 2006), with Yoshida and San-
dall (2013) arguing that effective team-work, managerial support,
job control and job satisfaction are key factors in relation to pre-
dicting burnout in midwives (Yoshida and Sandall, 2013). When
faced with stressors, some student midwives smoke to excess,
consume more alcohol, or comfort eat, whilst others implement
positive approaches towards health, such as implementing mind-
fulness, writing diaries, or seeking help (Davies and Coldridge,
2015).
Clearly, a combination of factors can lead to compassion fatigue
and burnout in student midwives, with point made that when a
student midwife's threat system is in a persistent state of activa-
tion, compassion may be hindered (Gilbert, 2009). A compounding
problem is that compassion fatigue and burnout are strongly
associated with anxiety and depression in nurses (Hegney et al.,
2013), with mental well-being a signiﬁcant predictor of staff
turnover (Brunetto et al, 2013). In essence, the optimal aim of9
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wives to be high on compassion and low on burnout and fatigue.
Rationale
Evidence has shown that working in stressful environments
can cause student midwives to overlook their own emotional and
psychological needs. In addition, student midwives are set
stressful challenges by higher education institutions (Robotham
and Julian, 2006), which have potential to impact upon academic
performance and mental health (Figley, 1995; Andrews and
Wilding, 2004). The literature review has highlighted a lack of
research that has explored the impact of secondary traumatic
stress and burnout in midwives, with little known about rela-
tionships between self-compassion, compassion for others, and
quality of professional life in student midwives. In response, the
aim of the present study was to examine self-compassion, self-
kindness, self-judgement and their effects upon compassion for
others, well-being, compassion fatigue and burnout in student
midwives.Methodology
A quantitative survey investigated the relationship between
self-compassion, professional quality of life, compassion for others
and well-being in trainee midwives using 4 validated ques-
tionnaires. A quantitative survey was selected because it is an
effective and systematic method that can engage a sizable popu-
lation (Polit and Hungler, 1999). Surveying can provide a snapshot
of the target population to establish a baseline from which the
researcher can compare results (Field, 2013).
Recruitment
Student midwife recruitment was from classes engaged in face-
to-face education in the university classroom. MD and CJHM
provided information and facilitated data collection. An informa-
tion sheet and consent form was given to each student, followed
by a brief presentation and question/answer session. Students
were offered the opportunity to opt out at any time during the
process with no expectation of an explanation or penalties
implied, in keeping with the principles of Johnson and Long
(2007). Only one student midwife opted out, voluntarily explain-
ing that she felt completely exhausted and had been caught in
trafﬁc in attempts to make the lecture on time. Participants were
given a contact number in the event that they wanted to know
their scores, and counselling was offered by an accredited psy-
chotherapist (EB), with no uptake.
Participants
A purposive and convenient sample of student midwives
(n¼103) from a university in the north-west of England (UK)
participated in this study. All participants were female and aged
between 19–56 years; (n¼54) were in second year, and (n¼49) in
third year of their midwifery degree programme.
Ethical considerations
Ethics approval was afforded by the University Ethics Com-
mittee, in line with the British Psychological Society guidelines of
appropriate ethical practice. To limit fear of identiﬁcation, parti-
cipants were afforded complete anonymity, with questionnaires
tagged with a number.160Data collection
A quantitative survey was conducted using the subsequent
4 validated scales:
Compassion-for-Others-Scale
The Compassion-for-Others-Scale (Pommier, 2011) consists of
24-items (e.g., Q¼When people cry in front of me I usually don't
feel anything at all), and is subdivided into 6 subscales; (1) kind-
ness, (2) indifference, (3) common humanity, (4) separation,
(5) mindfulness, and (6) disengagement. Participants respond to
items on a 1–5 Likert scale (1¼almost never & 5¼almost always),
with indifference, separation, and disengagement items
reverse-scored. Cronbach alpha's for overall scale¼0.9, with
kindness¼0.77, indifference¼0.68, common humanity¼0.7,
separation¼0.64, mindfulness¼0.67, and disengagement¼0.57.
Content, convergent and discriminant validity of the Compassion-
for-Others-Scale is supported in USA populations (Pommier, 2011).
Self-Compassion-Scale-Long-Version
The Self-Compassion-Scale-Long-Version (Neff, 2003) consists of
26-items that measure typical action towards self during difﬁcult
times (e.g., Q¼ I'm disapproving and judgemental about my own
ﬂaws and inadequacies, and Q¼ I try to be loving towards myself
when I feel emotional pain). The scale consists of 6 subscales:
(1) self-kindness, (2) self-judgement, (3) mindfulness, (4) common
humanity, (5) isolation, and (6) over identiﬁcation, with items
scored on a Likert scale (1¼almost never & 5¼almost always).
Cronbach's alpha's for the overall scale¼0.93, with
kindness¼0.88, self-judgement¼0.88, common humanity¼0.80,
isolation¼0.85, mindfulness¼0.85, and over-identiﬁcation¼0.88
(Neff et al., 2007).
Professional-Quality-of-Life (ProQOL) scale
The ProQOL scale (Stamm, 2009) consists of 30-items that
measure positive and negative aspects of working with trauma in
the workplace (e.g., Q¼ I feel connected to others), and consists of
3 subscales: (1) compassion satisfaction, (2) compassion fatigue/
secondary traumatic stress and, and (3) burnout. The ProQOL
consists of 30-items scored in relation to the preceding 30 days
using a Likert scale (1¼never & 5¼very often). Cronbach's alpha's
for the overall scale¼0.88, with burnout¼0.75, and compassion
fatigue/secondary traumatic stress¼0.81. The ProQOL scale has
been effectively validated in 4200 papers (Stamm, 2010).
Short-Warwick-and-Edinburgh-Mental-Well-Being-Scale
(sWEMWBS)
The sWEMWBS is a 7-item short version of the 14-item
Warwick-and-Edinburgh Mental-Well-being Scale, which is used to
access participants perceptions of well-being over the preceding
2 weeks (e.g., I've been feeling optimistic about the future). Items
are scored on a Likert scale (1¼none of the time & 5¼all of the
time). Cronbach's alpha's for the overall scale¼0.8, and the
sWEMWBS has been validated for use in UK populations (Tennant
et al., 2009).Findings
Data for the mean and standard deviation scores for the
4 questionnaires are presented in Table 1.
Scores on the Compassion-for-Others-Scale (3.86) were closer to
the ‘almost always’ range (5), which according to Pommier (2011)
can be considered a high score. The total mean score on the Self-
Compassion Scale was within the moderate range (2.89), with self-
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to be within moderate range (Neff, 2003).
Percentage scores as measured by the ProQOL scale (compas-
sion satisfaction, compassion fatigue, and burnout) are presented
in Table 2. For the present sample of student midwives, well-being
was within the average range for UK populations (24.6) (Evans
et al., 2015).
Further analysis using Pearson's correlations indicates that over
half the sample had a burnout score of average or above, with 40%
reporting similar scores for compassion fatigue. In response, we
explored the impact of these scores relative to the other measures.
To view correlational analysis between scores for each measure
see Table 3.
Self-judgement was signiﬁcantly negatively correlated with
compassion for others (r¼ .216), and well-being (r¼ .373). A
positive relationship was observed between self-judgement scores
and compassion fatigue (r¼ .233) and burnout (r¼ .283). This
result suggests that when student midwives judge themselves
harshly they also become less compassionate to self and others. In
addition, they experience reduced well-being, and report greater
burnout and compassion fatigue.Table 1
Mean and Standard Deviation scores for each scale.
Questionnaire N Mean S.D
CFOS 103 3.86 .73
SCS 103 2.89 .67
SJSs 103 3.34 .85
SKSs 103 2.61 .91
CS 103 41.6 4.6
CF/STS 103 21.8 5.1
BO 103 22.9 4.8
sWEMWBS 103 24.6 4.2
CFOS¼Compassion for others scale. SCS¼Self-Compassion Scale. CS¼Compassion
satisfaction, CF/STS¼Compassion fatigue/secondary traumatic stress, BO¼burnout,
sWEMWBS¼The Short Warwick and Edinburgh Mental Well-being Scale.
SJSs¼Self-judgement subscale, SKSs¼Self-kindness subscale.
Table 2
Frequency of scores categorised as being low, average or high, on measures of
compassion satisfaction, compassion fatigue and burnout.
ProQOL subscale Low (22 and
below)
Average (23–
41)
High (42 and
above)
Compassion satisfaction N/A 44.6% 56.4%
Compassion fatigue 60.45 39.6% N/A
Burnout 49.5% 50.5% N/A
Table 3
Pearson's correlational scores for self-compassion, self-judgement and self-kindness in
compassion for others.
Compassion
for others
Compassion
satisfaction
Burnout
Compassion for others 1 .166  .135
Compassion satisfaction .166 1  .593nn
Burnout  .135  .593nn 1
Compassion fatigue  .225n  .412nn .550nn
Self-kindness .186 .125  .203n
Self-judgement  .216n  .170 .283nn
Self-compassion .132 .201n  .312nn
Well-being .172 .469nn  .530nn
nn po0.01 level (2-tailed).
n po0.05 level (2-tailed).
16Conversely, self-kindness was found to be associated with less
burnout (r¼ .203) and greater well-being (r¼ .408), and self-
compassion scores were associated with low burnout (r¼-.312),
increased well-being (r¼ .382) and compassion satisfaction
(r¼ .201). Compassion satisfaction scores positively correlated
with scores on well-being (r¼ .469) and self-compassion (r¼ .201),
and inversely with burnout (r¼ .593) and compassion fatigue
(r¼ .412).
These results suggest that student midwives who report
greater compassion satisfaction, encounter better well-being,
greater self-compassion, fewer symptoms of burnout, and
experience less compassion fatigue.
Self-judgement scores were divided into two categories (High
versus Low), speciﬁcally to investigate if any difference could be
found between ProQOL measures, compassion, and well-being. To
view comparison scores between high and low self-judgement in
relation to all other scales (see Table 4).
Results indicate signiﬁcant statistical differences, indicating
that when self-judgement scores are high, student midwives
report less compassion for others, increased burnout, and lower
personal well-being. No signiﬁcant difference was found between
measures of compassion fatigue and compassion satisfaction.Discussion
Results show that high self-judgement is signiﬁcantly nega-
tively correlated with compassion for others, self-kindness, and
well-being. In addition, a positive relationship was observed
between self-judgement scores and compassion fatigue and
burnout. These results reinforce the idea that when student mid-
wives judge themselves unsympathetically, they become less
compassionate to self and others, which results in reduced well-
being, greater burnout and compassion fatigue. This set of resultsrelation to burnout, compassion fatigue, compassion satisfaction, well-being and
Compassion
fatigue
Self-
kindness
Self-
judgement
Self-
compassion
Well-
being
 .225n .186  .216n .132 .172
 .412nn .125  .170 .201n .469nn
.550nn  .203n .283nn  .312nn  .530nn
1  .130 .233n  .192  .213n
 .130 1  .570nn .581nn .408nn
.233n  .570nn 1  .607nn  .373nn
 .192 .581nn  .607nn 1 .382nn
 .213n .408nn  .373nn .382nn 1
Table 4
Independent samples t-test results for high versus low self-judgement scores in
comparison to compassion for others, compassion satisfaction, compassion fatigue,
burnout and well-being.
Scale Low self-
judgement
High self-
judgement
t p-Value
Compassion for
others
4.2 (.94) 3.6 (.69) 2.23 .05
Compassion
satisfaction
42.4 (5.1) 40.6 (4.6) 1.27 ns
Compassion fatigue 20.0 (5.2) 23.2 (5.9) 1.81 ns
Burnout 20.6 (4.4) 24.2 (5.4) 2.27 .05
Well-being 27.4 (3.7) 23.2 (4.7) 3.08 .01
1
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that 40% of midwives reported average or above average burnout
scores. Likewise, Yoshida and Sandall (2013) found that over 50%
of midwives report signiﬁcantly high levels of burnout, which
supports that it is not only prevalent during midwifery training,
but also post-registration. Moreover, our participants reported
above average scores for compassion fatigue.
A surprising ﬁnding was the high levels of self-judgement
amongst student midwives. One explanation could be that stu-
dent midwives feel pressurised by a system that places more
emphasis on hospital targets, and less on childbearing women's
individualised needs (Kirkham, 2007). Gilbert (1997) proposes that
self-blaming and self-criticism arise from efforts to improve self or
prevent mistakes. Considering that midwives work in life threa-
tening situations and operate in highly pressurised environments,
they may become more self-attacking and self-punishing in their
judgements of self-performance in attempts to improve standards
and/or prevent errors (Gilbert, 2002). A hazardous environment
can foster fear that ignites the endocrine ‘threat system’, which
potentially could be deactivated by teaching self-soothing strate-
gies to restore harmony and compassion for self and others (Iles,
2011).
In conjunction, high mean self-judgement scores may reduce
levels of self-compassion in response to threat, because fear of
outcomes overrides self-compassion and compassion for others.
This idea is reinforced by the self-kindness and compassion scores,
which were found to be associated with less burnout, greater well-
being, and compassion satisfaction. Compassion satisfaction scores
positively correlated with scores on well-being and self-compas-
sion, and inversely for burnout and compassion fatigue. Student
midwives who enjoy their work reported greater well-being,
higher levels of self-compassion, lower levels of burnout, and
compassion fatigue.
Developing a culture of compassion
Developing self-compassion by learning to self-soothe in times
of stress could potentially reduce risk of compassion fatigue and
burnout, at the same time as increasing personal well-being
(Boellinghaus et al., 2012). This idea is in keeping with Leary
et al. (2007) who identiﬁed that individuals who demonstrate self-
compassion when suffering are less likely to experience stress or
develop mental health problems. In addition, individuals with
high emotional resilience are less concerned about failure and
demonstrate more effective coping strategies in troubled times
(Neely et al., 2009).
Including compassionate mind training, mindfulness practice
and/or stress reduction programmes into student midwifery cur-
riculum could potentially help student midwives develop self-
compassion, empathy for their own suffering, and build resilience,
which is an area that requires further study. Davies and Coldridge
(2015) reported that students felt there was lack of training on
subjects such as stress and how to cope in traumatic situations.
Introducing self-care strategies that attempt to cultivate a com-
passionate mind and challenge negative self-talk may also help
student midwives cope with placement demands. Beneﬁts accrued
from developing a compassionate mind are well documented (see
Leaviss and Uttley, 2014; Beaumont and Hollins-Martin, 2015).
The merits of developing self-compassion to reduce stress and
develop coping strategies during midwifery programmes could
potentially prepare student midwives to manage stressors, pro-
mote self-care, improve compassionate care offered to others, and
reduce self-criticism in both the workplace and at home. Such
action could work towards improving quality of life, and help
create compassionate environments for students and practitioners
(Crawford et al., 2014).162Limitations
There are a number of limitations of this study. First, although
students were on placement in a variety of clinical settings, the
data collected was gathered from only one institution. Second,
gathering survey data at longitudinal points (e.g., start, beginning
& end of training) would have provided richer information about
direction of changes across time. Third, triangulating ﬁndings with
a qualitative component would have enriched ﬁndings in terms of
subjective experience. Fourth, participants may have chosen to
answer questions on the questionnaires in a particular way to
please the experimenter in keeping with the ‘social desirability
bias’ (Clifford, 1997).
A further potential weakness is that the researcher had to rely
upon the participant concentrating on each question, being
motivated, and in the right frame of mind to answer honestly
(McLeod, 2001). Finally, participants may have engaged in other
activities, which incidentally increased their self-compassion,
well-being and resilience to stress and burnout.Conclusion
This is an inaugural study which reports that student midwives
who score high on self-judgement have:
 Lower levels of compassion for self
 Lower levels of compassion for others
 Lower levels of well-being
 Increased levels of burnout
 Increased levels of compassion fatigue
As the numbers in this study were relatively small, there is
opportunity to conduct a larger study that involves student mid-
wives from multiple universities across the UK. Midwifery lec-
turers have a duty of care to explore this topic further, and if
consistency in ﬁndings are reported, they could consider the
possibility of utilising strategies to help equip students with the
necessary tools to combat compassion fatigue and burnout.Conﬂict of interest
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Abstract
Background: Prolonged deficiency in self-care strategies puts counsellors
and psychotherapists at risk of burnout and compassion fatigue. Aim: To
measure associations between self-compassion, compassion fatigue, well-
being and burnout in student counsellors and student cognitive
behavioural psychotherapists. Method: A quantitative survey using four
validated data collection instruments: (1) Professional Quality of Life
Scale; (2) Self-Compassion Scale; (3) short Warwick and Edinburgh
Mental Well-being Scale; (4) Compassion For Others scale, was used
to measure relationships between self-compassion, compassion fatigue,
well-being and burnout. Participants: A mixed sample of student
counsellors and student cognitive behavioural psychotherapists (n = 54)
in their final year of study. Results: This preliminary study shows that
student counsellors and student cognitive behavioural psychotherapists
who reported high on measures of self-compassion and well-being
also reported less compassion fatigue and burnout. Implications for
practice: Compassion fatigue and burnout are found in many modern-day,
highly stressful healthcare professions. The practice of self-compassion
could help student practitioners manage these symptoms and
subsequently improve their professional quality of life.
Introduction
Compassion and empathy are necessary tools for
therapists and healthcare professionals to effectively
treat their clients (Figley, 2002a). However, working
with these psychological tools can bring costs for
counselling practitioners (Figley, 1995). Whilst
compassionate care is essential for clients, it also plays
a significant role in the development of counsellor
and psychotherapist self-care (Raab, 2014). If
healthcare professionals have the ability to offer care
and compassion to themselves in times of suffering,
they will also be better prepared to show compassion
towards the individuals they care for (Heffernan et al.
2010).
Self-compassion
The psychological sciences view compassion as
recognising one’s own or another’s distress and
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making an attempt to alleviate it (Gilbert, 2009).
Developing self-compassion has been shown, in the
literature, to have many benefits (Boellinghaus,
Jones & Hutton, 2012). Recent research suggests
that there is a link between self-compassion and
psychological well-being (Germer & Siegel, 2012;
Gilbert, 2000, 2009, 2010; Hutcherson, Seppala &
Gross, 2008; Lutz, Brefczynski-Lewis, Johnstone
& Davidson, 2008; Neff, 2003; Neff, Hsieh &
Dejitterat, 2005; Neff & Vonk, 2009). For example,
individuals that possess self-compassionate qualities
and do not judge themselves too harshly are less
likely to suffer with mental health issues (Neff,
Kirkpatrick & Rude, 2007), are more likely to cope
with symptoms of stress (Leary, Tate, Adams, Allen
& Hancock, 2007), have greater emotional
resilience (Gilbert & Procter, 2006), are less afraid
of failure, employ effective coping strategies when
distressed (Neely, Schallert, Mohammed, Roberts &
Chen, 2009) and are at less risk of compassion
fatigue and burnout (Thompson, Amatea &
Thompson, 2014).
A literature review by Raab (2014) identified
mindfulness, empathy and loving kindness as factors
that cultivate self-compassion. Developing a
compassionate mind may thwart compassion fatigue
(Figley, 2002a,b; Gilbert, 2005) and help to reduce
mental health problems (Gilbert & Procter, 2006;
Judge, Cleghorn, McEwan & Gilbert, 2012), psychosis
(Braehler et al., 2012; Laithwaite et al., 2009;
Mayhew & Gilbert, 2008), symptoms of trauma
(Ashworth, Gracey & Gilbert, 2012; Beaumont,
Galpin & Jenkins, 2012; Beaumont & Hollins Martin,
2013; Bowyer, Wallis & Lee, 2014), eating disorders
(Gale, Gilbert, Read & Goss, 2012) and personality
disorders (Lucre & Corten, 2013).
Compassion fatigue and burnout
Personal and professional factors can cause compassion
fatigue in counsellors and psychotherapists (Zeidner
et al., 2013), with mental health workers most at risk
(Moore & Cooper, 1996) and higher prevalence in
therapists working closely with trauma (Sodeke-
Gregson, Holttum & Billings, 2013).
Stamm (2009) suggests that three factors contribute
to the health of the practitioner: compassion
satisfaction, secondary traumatic stress/compassion
fatigue and burnout. When compassion satisfaction is
high and both burnout and compassion fatigue low, it
is considered the optimal balance for professionals.
Adams and Riggs (2008) found, in a sample of trainee
therapists, that trauma symptoms were associated
with a personal history of trauma, defence style and
level of experience. Burnout in practitioners has been
associated with patient dissatisfaction and longer
recovery times (Vahey, Aiken, Sloane, Clarke &
Vargas, 2004).
Figley (1995) introduced the notion of compassion
fatigue suggesting that it occurs as a result of knowing
about a traumatising event that a person has suffered.
Figley (1995) claims that compassion fatigue is the
‘cost of caring’ (p. 7) and psychotherapists’ prolonged
deficiency in self-care strategies puts them at risk of
burnout and compassion fatigue (Jackson, Schwab &
Schuler, 1986). Burnout and compassion fatigue have
been shown to reduce attention and concentration,
affect communication, and can lead to heart and/or
mental health problems (Miller, Stiff & Ellis, 1988;
Spickard, Gabbe & Christensen, 2002). Consequently,
it may be important for counsellors and
psychotherapists to develop techniques that
desensitise and educate them about compassion
fatigue (Figley, 2002b).
Self-care strategies such as Compassionate Mind
Training (CMT) (Gilbert, 2009) and Mindfulness-
Based Stress Reduction (MBSR) (Christopher & Maris,
2010) can be taught and may prevent burnout and
compassion fatigue. Thieleman and Cacciatore (2014)
found a positive association between mindfulness and
compassion satisfaction, and an inverse correlation
between mindfulness and compassion fatigue
amongst bereavement specialists.
Given that it is possible to develop self-compassion
(Gilbert, Baldwin, Irons, Baccus & Palmer, 2006;
Harman & Lee, 2010; Neff et al., 2007), by challenging
self-criticism and self-judgement and teaching self-
soothing techniques (Gilbert, 1997; Gilbert, Clarke,
Hemel, Miles & Irons, 2004; Gilbert & Irons, 2004;
Harman & Lee, 2010; Neff et al., 2007), lecturers can
improve care offered to student counsellors and
student psychotherapists which may in turn reduce
levels of counsellor burnout (Brewin, 2006).
Rationale
Acknowledging the need emphasised within the
literature to teach self-care strategies to student
counsellors and psychotherapists, we wanted to
augment the literature by taking a different approach:
that is, to support the need for self-care strategies
through exploring relationships between self-
compassion, well-being, compassion fatigue and
burnout, using validated scales.
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The research question asked was as follows: What
are the relationships between self-compassion, well-
being, compassion fatigue and burnout in student
counsellors and student cognitive behavioural
psychotherapists?
Method
A quantitative survey using four validated data
collection instruments was implemented to measure
relationships between (1) self-compassion, (2)
compassion fatigue, (3) well-being and (4) burnout.
Participants
Participants were a mixed sample of student cognitive
behavioural psychotherapists (CBP) and person-
centred counsellors (n = 54) in their final year of
study. No inclusion or exclusion criteria were applied.
Data collection instruments
Four data collection instruments were used to
measure participants’ self-compassion, compassion
fatigue, well-being and levels of burnout.
The Professional Quality of Life (ProQOL) scale
The Professional Quality of Life (ProQOL) scale (Stamm,
2009) consists of 30 items divided into three
subscales: (1) compassion satisfaction, (2) compassion
fatigue and (3) secondary traumatic stress and
burnout, and has been validated by Stamm (2009).
Item responses relate to thoughts about statements
over the last 30 days, which are recorded on a Likert
scale ranging from 1 to 5 (1 = never; 2 = rarely;
3 = sometimes; 4 = often, 5 = very often). Sample
items include ‘I feel connected to others’ and ‘I feel
overwhelmed because my workload seems endless’.
The Self-Compassion Scale
The Self-Compassion Scale (long version) (Neff, 2003)
consists of 26 items divided into six subscales: (1)
self-kindness, (2) self-judgement, (3) mindfulness,
(4) common humanity, (5) isolation and (6) over
identification, and has been validated by Neff
(2003). Items are scored using a Likert scale
ranging from 1 (almost never) to 5 (almost
always). Sample items include ‘I’m disapproving
and judgemental about my own flaws and
inadequacies’ and ‘I try to be loving towards myself
when I feel emotional pain’.
The short Warwick and Edinburgh Mental Well-being Scale
(sWEMWBS)
The short Warwick and Edinburgh Mental Well-being
Scale (sWEMWBS) is a shorter version of the 14-item
Warwick and Edinburgh Mental Well-being Scale
(Tennant et al., 2009), and has been validated by
Tennant et al. (2009). The short version consists of
seven positively worded items that enquire about
well-being over the prior two weeks. Items are scored
using a Likert scale ranging from 1 to 5 (none of the
time = 1, rarely = 2, some of the time = 3, often = 4
and all of the time = 5). A sample item is ‘I’ve been
feeling optimistic about the future’.
Compassion For Others (CFO) scale
The Compassion For Others (CFO) scale (Pommier,
2011) consists of 24 items divided into six subscales:
(1) kindness, (2) indifference, (3) common humanity,
(4) separation, (5) mindfulness and (6)
disengagement, and has been validated by Pommier
(2011). Item responses are recorded on a Likert scale
ranging from 1 (almost never) to 5 (almost always),
with reverse scoring applied to the indifference,
separation and disengagement subscales. A sample
item is ‘when people cry in front of me I usually don’t
feel anything at all’.
Procedure
The four scales, an information sheet and a consent
form were placed in packs and issued at
commencement of university-based teaching sessions.
Student counsellors and student cognitive
behavioural psychotherapists were asked to
participate in the research, with assurance of no
consequences in terms of course progression.
Descriptive statistics were calculated, and the
data were analysed using the statistical package
SPSS 20.
Ethical considerations
Ethical approval was obtained from the University
Ethics Committee. The first author (EB) was aware of
her dual role with some of the participants as both a
researcher and lecturer on counselling and
psychotherapy programmes. To minimise any
potential negative implications, data were therefore
collected by the second author (MD) who also gave
an overview of the project as he did not lecture on
counselling or psychotherapy courses.
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Informed consent was obtained from all
participants, and anonymity and confidentiality were
assured. Students were informed that they had the
right to withdraw their data at any stage. The whole
process of administration and data collection took
around 30 minutes.
Results
Mean and standard deviation scores for all measures
are shown in Table I.
Results show a mean score of 4.2 for compassion for
others, which is considered high by Pommier (2011).
However, self-compassion was 3.1, indicating a
moderate score (Neff, 2003). Compassion satisfaction
was high with a mean score of 41, and results also
reveal low scores for compassion fatigue (21.0) and
burnout (21.6) (Stamm, 2009) (see Table I). Well-
being was in line with the UK national average.
Pearson’s correlations between self-compassion,
burnout, compassion fatigue, compassion satisfaction,
well-being and compassion for others are shown in
Table II.
The correlation analysis reveals a significant
negative relationship between self-compassion and
burnout (r = .486), and self-compassion and
compassion fatigue (r = .350). Also, self-compassion
correlates positively with well-being (r = .439). No
significant relationship between self-compassion and
compassion for others was found. Students who
Table I: Mean and standard deviation scores for compassion for
others, self-compassion, compassion satisfaction, compassion fatigue,
burnout and well-being
Questionnaire n Mean S.D.
CFOS 54 4.2 0.5
SCS 54 3.1 0.6
CS 54 41.0 4.5
CF/STS 54 21.0 5.2
BO 54 21.6 5.7
sWEMWBS 54 25.4 4.3
CFOS, compassion for others scale; SCS, self-compassion scale; CS,
compassion satisfaction; CF/STS, compassion fatigue/secondary
traumatic stress; BO, burnout; sWEMWBS, the short Warwick and
Edinburgh mental well-being scale.
Table II: Pearson’s correlations between self-compassion, burnout, compassion fatigue, compassion satisfaction, well-being and compassion for
others
Self-
compassion Burnout
Compassion
fatigue
Compassion
satisfaction Well-being
Compassion
for others
Self-compassion 1 .486** .350* .055 .439** .061
Burnout .486** 1 .580** .376** .555** .289*
Compassion fatigue .350* .580** 1 .418** .415** .319*
Compassion satisfaction .055 .376** .418** 1 .336* .341*
Well-being .439** .555** .415** .336* 1 .318*
Compassion for others .061 .289* .319* .341* .318* 1
*p < 0.05 level (2-tailed).
**p < 0.01 level (2-tailed).
Table III: Pearson’s correlations for associations between self-kindness, self-judgement, compassion for others, compassion satisfaction,
compassion fatigue, burnout and well-being
Compassion
for others
Compassion
satisfaction Burnout
Compassion
fatigue Well-being Self-kindness Self-judgement
Compassion for others 1 .341* .289* .319* .318* .142 .059
Compassion satisfaction .341* 1 .376** .418** .336* .051 .045
Burnout .289* .376** 1 .580** .555** .442** .545**
Compassion fatigue .319* .418* .580** 1 .415** .221 .511*
Well-being .318* .336* .555** .415** 1 .352* .364**
Self-kindness .142 .051 .442** .221 .352* 1 .592**
Self-judgement .059 .045 .545** .511* .364** .592** 1
*p < 0.05 level (2-tailed).
**p < 0.01 level (2-tailed).
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reported greater compassion for others scored less on
burnout (r = .289) and compassion fatigue
(r = .319). In addition, those with high compassion
for others reported higher well-being (r = .318) and
compassion satisfaction (r = .341).
Pearson correlations between self-kindness, self-
judgement, compassion for others, compassion
satisfaction, compassion fatigue, burnout and well-
being are shown in Table III.
No significant association was found between
self-kindness and self-judgement and compassion
for others or compassion satisfaction. In contrast,
both positive and negative associations on measures
of compassion fatigue, burnout and well-being were
found. Self-kindness correlated positively with well-
being (r = .352) and was inversely related to
burnout (r = .442). Self-judgement correlated
negatively with well-being (r = .364) and more
positively with compassion fatigue (r = .511) and
burnout (r = .545). These findings indicate a
significant relationship between student therapists
who are kinder to themselves and increased well-
being, with fewer reporting burnout. Conversely,
self-judgement was associated with increased
compassion fatigue and burnout, and low levels of
well-being.
Further analysis was conducted using independent
samples t-test, with split scores (high versus low) for
self-compassion (see Table IV).
Results show that having greater self-compassion is
associated with reduced compassion fatigue
(M = 17.4, S.D. = 4.0) t (21) = 2.48, p ≤ .05; burnout
(M = 18.3, S.D. = 4.0) t (21) = 3.41, p ≤ .001; and
higher well-being (M = 27.8, S.D. = 1.8) t
(21) = 4.37, p ≤ .001. These results support data
from the correlation analysis, with those higher on
self-compassion experiencing less burnout,
compassion fatigue and greater well-being.
Discussion
Results indicate that student counsellors and student
psychotherapists who score high on measures of self-
compassion experience improved well-being and
compassion satisfaction, and report lower compassion
fatigue and burnout. We also found that positive
scores of self-kindness corresponded with increased
well-being and less burnout. Scores on the measure of
self-judgement were inversely correlated with
well-being and positively with compassion fatigue
and burnout. Furthermore, those in the high self-
compassion group showed less compassion fatigue
and burnout, as well as greater well-being than those
in the low cohort.
The results inform us that student counsellors and
student cognitive behavioural psychotherapists with
higher levels of self-compassion experience greater
well-being and reduced burnout, in keeping with
literature that reports on the benefits of cultivating a
compassionate self (see Beaumont & Hollins Martin,
2015 and Leaviss & Uttley, 2014).
The literature also reports the negating effects of the
internal self-critic on general well-being (Gilbert, 2006;
Neff et al., 2007), with participants in our sample
scoring high on the self-judgement subscale also
experiencing more compassion fatigue and burnout.
Classically, compassion fatigue occurs in counsellors
when levels of compassion in the workplace become
eroded due to secondary trauma and/or discovering
that the imagined role differs from reality (Blomberg &
Sahlberg-Blom, 2007; Figley, 1995). Compassion
satisfaction and self-care have been shown to impact
positively on counsellors working with trauma
(Sodeke-Gregson et al., 2013), with these concepts
further extended to explore whether enjoying a
therapeutic alliance with clients, and being kinder to
the self, initiates greater compassion, reduced burnout
and/or compassion fatigue.
Contribution and advantages
To our knowledge, this is the first study to examine
the relationship between self-compassion,
compassion fatigue, burnout and well-being amongst
student counsellors and cognitive behavioural
psychotherapists. This preliminary study shows
students who report higher levels of self-compassion
and well-being also report fewer symptoms of
compassion fatigue and burnout.
This first small study has initiated important
discussions about the potential implications for
improving counselling students’ ability to gain better
Table IV: The mean difference on all measures for students
categorised as having low/high levels of self-compassion
Scale
Low self-
compassion
High self-
compassion t p-value
Compassion for
others
4.3 (0.4) 4.3 (.51) 0.039 ns
Compassion
satisfaction
42.1 (2.9) 42.0 (4.8) 0.082 ns
Compassion
fatigue
21.8 (4.1) 17.4 (4.0) 2.48 <.05
Burnout 26.8 (8.0) 18.3 (4.0) 3.41 <.001
Well-being 22.1 (4.5) 27.8 (1.8) 4.37 <.001
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outcomes for themselves. Compassion fatigue and
burnout are authentic experiences for individuals,
with learning self-compassion strategies important for
protecting students from symptoms, and by doing so
improving the quality of their professional lives.
Limitations of study
The small sample size in our study is a limitation, and
replication of our study using larger numbers of
students is recommended. In addition, a longitudinal
component, extending data collection to the start,
middle and end of courses, and possibly beyond, may
have yielded more fruitful data. A qualitative
component would also have complemented the
current data through explaining cause, effect and the
lived experience of students undergoing counselling
training.
Further research
Healthcare professionals such as counsellors and
psychotherapists enter into their profession with a
desire to help other people manage the difficulties of
life. However, for some the trauma and stressors of
life as a therapist along with the pressures of everyday
life and education can lead to burnout and
compassion fatigue. Further research examining this
process of change for students and practitioners is
recommended.
Exploring strategies to help student counsellors and
psychotherapists develop compassion for one’s own
suffering could also be explored further. Developing
compassion for oneself may promote self-care, reduce
self-criticism, compassion fatigue, and burnout and
equip students wanting a career within the
counselling and psychotherapy professions with the
necessary tools needed to face the rigours of
education and patient care.
Conclusion and recommendations
Self-care is recognised as a preventive factor for work-
related stress (Figley, 2002a). There are many
recommendations for developing self-care, for instance
Mindfulness-Based Stress Reduction (MBSR)
(Christopher & Maris, 2010) and Compassionate Mind
Training (Gilbert, 2009). The current study alludes to
self-compassion as having the potential to be of benefit
to students’ own health and general well-being.
This preliminary study shows that students who
score high on measures of self-compassion and well-
being report less compassion fatigue and burnout.
This could have implications for developing new
approaches in counselling and psychotherapy
training. When entering into a course of study where
students bear witness to the devastating effects of
trauma, there is a need for intervention strategies for
the student. For example, students could be taught
strategies to help them increase self-compassion.
Following a course of MBSR training, Shapiro, Brown
and Biegel (2007) found that therapists reflected
greater self-kindness and acceptance towards their
patients. We therefore recommend that further
research examine intervention strategies that help
student counsellors and psychotherapists develop self-
compassion.
Compassionate Mind Training (CMT) is one such
approach that could guide further research.
Compassion fatigue is also referred to as secondary
traumatic stress, as therapists can absorb the client’s
traumatic experiences (Figley, 2002b). CMT has been
shown to be effective when treating primary trauma
(Beaumont & Hollins Martin, 2013; Beaumont et al.,
2012) and is especially useful for reducing self-
judgement (Gilbert, 2006); therefore, its potential to
benefit practitioners warrants further investigation.
Taking this into consideration, self-care strategies
could reduce symptoms of fatigue, burnout and self-
criticism and increase well-being. This in turn could
help students manage the stresses of education and
practice, which may make them more effective
counsellors and psychotherapists in the future.
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Aim: To measure associations between self-compassion, compassion fatigue, wellbeing, and burnout in
community nurses.
Method: Quantitative data were collected using standardised psychometric questionnaires: (1) Professional
Quality of Life Scale; (2) Self-Compassion Scale; (3) shortWarwick EdinburghMentalWellbeing Scale; (4) Com-
passion ForOthers Scale, used tomeasure relationships between self-compassion, compassion fatigue,wellbeing,
and burnout.
Participants: A cross sectional sample of registered community nurses (n = 37) studying for a postgraduate
diploma at a University in the North of England took part in this study.
Results: Results show that community nurseswho score high onmeasures of self-compassion andwellbeing, also
report less burnout. Greater compassion satisfaction was also positively associated with compassion for others,
and wellbeing, whilst also being negatively correlated with burnout.
Conclusion:High levels of self-compassionwere linkedwith lower levels of burnout. Furthermorewhen commu-
nity nurses have greater compassion satisfaction they also report more compassion for others, increased
wellbeing, and less burnout. The implications of this are discussed alongside suggestions for the promotion of
greater compassion.
© 2016 Elsevier Ltd. All rights reserved.Keywords:
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Wellbeing1. Background
A recent report on the UK National Health Service (NHS) by Lord
Francis QC, revealed that certain hospital failings were in part due to
staff not acting with compassion, which led to his recommendation to
developmore compassionate care amonghealthcare staff, with a specif-
ic focus on nurse training (Francis, 2013). Compassion is an integral part
of any healthcare profession, and forms the basis of the Royal College of
Nursing's (2010) and Nursing and Midwifery Council's (2008) guide-
lines for good practice in the UK, and also the American and Canadian
professional nursing bodies (American Nurses Association, 2010;), E.A.Beaumont@salford.ac.uk
Martin), jfc1@bolton.ac.uk
173Canadian Nurses Association, 2008). Providing compassionate care
is also highlighted as a necessary skill for district nurses (Queens
Nursing Institute, 2014).
2. Compassion in Nursing
Nurses generally start their careers wanting to make a difference to
the lives of the people they treat. However, over time some staff become
disillusioned with their role, which leaves them frustrated, burned out,
and wanting to leave practice (Maben et al., 2010). For district nurses,
having the ability to visit people in their homes and provide care for
them brings a shared experience of suffering and accompanied compas-
sion (Öhman and Söderberg, 2004). Bjerknes and Bjork (2012), suggest
that nurses enter their professionwith enthusiasm and empathy for pa-
tients. However, once they have settled in to their new roles, they some-
times ﬁnd themselves faced with a variety of organizational difﬁculties
110 M. Durkin et al. / Nurse Education Today 46 (2016) 109–114which impede their performance. Examples of this include staff short-
ages, which can lead to additional work demands, long hours, less sup-
port, and poorer working conditions. Nurse education has come under
scrutiny in recent years, with concerns centered on the impact this
can have on students' ability to be compassionate (Bray et al., 2014;
Crawford et al., 2014). For example, Murphy et al. (2009) observed a
signiﬁcant difference between ﬁrst and third year student nurses' com-
passion, with lower scores reported in the third year. It has been argued
that contemporary nurse education can erode a person's ability to ex-
hibit compassion, whilst burnout can lead to feelings of depersonaliza-
tion (Straughair, 2012a, 2012b). Hence, an absence of compassion in
some parts of the NHS in the UK may be related to deﬁcits in nurse ed-
ucation, particularly in relation to stress related subjects.
3. Compassion Fatigue and Burnout
Joinson (1992) ﬁrst coined the term compassion fatigue, when she
noted that an increasing number of nurses were reporting feelings of
exhaustion as a direct consequence of working with patients. Building
on this, Figley (1995) introduced his own notion of ‘compassion fatigue’
when talking about these effects with healthcare workers, further sug-
gesting that ‘compassion fatigue’ occurs as a result of hearing about a
traumatizing event that a person has experienced. ‘Compassion fatigue’
is a secondary form of traumatic stress, which Figley terms the ‘cost of
caring’ (Figley, 2002). Durkin et al. (2013), reported high levels of ‘com-
passion fatigue’ and lower levels of ‘burnout’ in student nurses, com-
pared with assistant practitioners. Causal factors were considered to
include heavy workloads, lack of support, and long working hours. A
study by Rout (2000), discovered that out of a sample of (n = 79)
NHS employed district nurses, the greatest predictors of stress included
lack of communication between colleagues, extra work demands,
feeling dissatisﬁed and problematic patients. Similarly, Beaumont et al.
(2015a) discovered that more than half of a sample of student
midwives (n = 103) reported average levels of burnout. Burnout is
commonly reported by nurses, with many describing experiences of
feeling stressed as a direct consequence of stressors within their de-
manding role. Hegney et al. (2014) identiﬁed in a sample of 132 nurses,
that compassion fatigue and burnout are strongly related to anxiety and
depression. Burnout can affect a person's ability to display compassion,
and has been related to feelings of emotional strain, reduced job satis-
faction, and lack of support provision frommanagers and the organiza-
tion (Farquharson et al., 2013; Young Hee and Jong Kyung, 2012).
Michalec et al. (2013), highlights the risks of burnout amongst under-
graduate students transitioning into full time employment.
In addition, the UK National Health Service (NHS), with its constant
organizational changes, cutbacks, and target driven approach,may inhibit
staff from expressing compassion through fear of the unknown and job
insecurity (Iles, 2011).Whenwe consider these factors from the perspec-
tive of Gilbert's theory of a compassionate mind, in many circumstances
the threat system of a student nurse could be in a constant state of
activation, which hinders their ability to feel compassion (Gilbert,
2009). However, having a compassionate presence has been shown to
negate stress and improve wellbeing among nurses (Sabo, 2011).
4. Compassion Satisfaction andWellbeing
Compassion satisfaction is the positive feeling associated with
knowing that the professional has in someway helped another. Accord-
ing to Stamm (2009), when compassion satisfaction is high, and both
burnout and compassion fatigue are low, the professional's quality of
life is improved. Professional quality of life is the balance between
compassion satisfaction, burnout, and compassion fatigue. When
there is equilibrium in a person's professional quality of life, they will
experience more ﬂourishing in practice (Stamm, 2009). Todaro-
Franceschi (2013), reported that although nurses are taught to
understand what constitutes ‘quality of life’, they can lose their own17self-care in their daily working life. Nurses are required to work long
hours and are expected to tend simultaneously to multiple patients,
whilst consistently providing continuous compassion (Gershon, 2013).
In stressful situations, such as a hospital environment, nurses often ne-
glect their personal emotional and psychological needs. To compound
these claims, nurses connect with their patients and families through
the concept of empathy (Şenyuva et al., 2014), which can be impeded
by compassion fatigue and burnout.
Work related stress can also affect thewellbeing of nurses. In a recent
NHS staff survey (National Health Service Staff Survey, 2013), out of
67,261 registered general nursing andmidwifery staff, 41% reported hav-
ing experienced stress related issues that signiﬁcantly impacted upon
their personalwellbeing.Wellbeing has shown to be a signiﬁcant predic-
tor of high nursing staff turnover (Brunetto et al., 2013). This leads one to
questionwhat can be implemented to improve nurses' ability to provide
and sustain high levels of compassion across time to their patients.
There is an increasing amount of evidence that promotes the idea
that developing compassion for one's own suffering can alleviate stress,
burnout, and increase resilience (Neff, 2003; Gilbert, 2009; Neff and
Germer, 2013).
Curtis (2014), suggests that for nurses to continue delivering com-
passionate care, they must ﬁrst receive education about compassion
and be taught self-management techniques that prepare them for the
emotional demands of clinical practice. Zeller and Levin (2013), recom-
mend that ‘mindfulness’ should be taught to alleviate stress levels, with
interventions for compassion fatigue delivered in education programs
(Aycock and Boyle, 2009). In essence, higher education institutions
must teach the concept of ‘compassion’ and practical applications to
develop it into nursing programs.
5. Self-compassion
There has been an expansion of the amount of research that has ex-
plored the role self-compassion plays (Beaumont and Hollins Martin,
2015; Gilbert, 2009; Hutcherson et al., 2008), especially in relation to
the education of health care professionals (Cornwell et al., 2014). For
example, Beaumont et al. (2015b), found a signiﬁcant association be-
tween high levels of ‘self-compassion’ and fewer symptoms of ‘burnout’
in trainee psychotherapists.
Several studies have explored relationships between compassion
and nursing. For example, Gustin and Wagner (2013), discovered that
cultivating self-compassion in clinical nurse teachers improved
compassion for others. Jafari et al. (2012) found that a positive attitude
towards the nursing role, job satisfaction, and feelings of hope, were re-
lated to lower levels of stress among a sample of Iraniannurses. Şenyuva
et al. (2014), found that compassion can help nurses understand patient
suffering through recognition of a shared unity of pain. Heffernan et al.
(2010), reported a positive correlation between self-compassion and
emotional intelligence in a sample of 135 nurses. Heffernan et al.
(2010), further suggest that without self-compassion nurses would be
unable to deliver authentic compassion for others.
Neff and Pommier (2013), propose that self-compassion can improve
interpersonal functioning and is linked to qualities such as empathy and
altruism. These studies support the idea that examining self-compassion
among student nurses is important, and that this may be a way forward
for developing compassion and stress reduction techniques.
To our knowledge, ours is the ﬁrst study to examine relationships
between self-compassion, compassion satisfaction, compassion fatigue,
burnout, compassion for others, and wellbeing in community nurses.
6. Methodology
This study was a cross sectional questionnaire survey. Quantitative
data were collected from a total of (n = 37) registered community
nurses studying at a University in the North of England. All participants
had clinical experience andwere full-time students studying for a 1 year4
Table 1
Mean, standard deviation and range on scores for each measure.
Nurses
Questionnaire N Mean S.D Range
CFOS 37 4.1 0.59 3–5
SCS 36 2.8 0.53 2–4
CS 37 39.3 6.3 19–48
CF/STS 37 21 5.1 10–30
BO 37 22 5.0 16–36
sWEMWBS 36 25.2 3.1 18–32
CFOS = compassion for others scale. SCS = Self-Compassion Scale. CS = compassion
satisfaction, CF/STS = compassion fatigue/secondary traumatic stress, BO- burnout,
sWEMWBS= The Short Warwick and Edinburgh Mental Well-being Scale.
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included 34 females and 3 males, aged 23–56 (mean age 36). Other de-
mographic datawere excluded to retain focus on relationships between
the measures themselves.
7. Procedure
At the start of their lecture a group of community nursing students
were invited to participate in the survey, resulting in a small conve-
nience sample of 37 community nursing students. Informed consent
was provided by all students present.
8. Ethical Considerations
Approval was granted by the University Ethics Committee in line
with the British Psychological Society guidelines on ethical practice
(The British Psychological Society, 2014). Participants were informed
that data would be stored securely and anonymously for a year before
being destroyed.
9. Data Collection and Selection of Research Instruments
Data were collected using 4 psychometric instruments. A
questionnaire-based method was selected because it is a standardized,
effective, and economical way of collecting data.
(1). Compassion for Others (CFO) Scale (Pommier, 2011).
The CFO Scale measures how people typically act towards others
and includes statements such as “when people cry in front of me I
usually don't feel anything at all”. Each item connects to six sub-
scales; kindness, indifference, common humanity, separation,
mindfulness, and disengagement. Participants indicate how
they behave in relation to the individual items using a scoring
scale from 1–5 where 1 equals ‘almost never’ and 5 ‘almost
always’. Indifference, separation, and disengagement items are
reverse scored. Total score for compassion is calculated using
the mean for each subscale, before computing the overall mean
from the scores. When examining subscales separately, reverse-
coding is not used. Cronbach's alphas for this measure are high,
with overall compassion (0.90), kindness (0.77), indifference
(0.68), commonhumanity (0.70), separation (0.64), mindfulness
(0.67), and disengagement (0.57). The scale's validity was
established from data collected with student populations in the
USA, and may not be directly comparable to British community
nurses.
(2). The Professional Quality of Life (ProQOL) Scale (Stamm,
2009).
This 30-item scale measures positive and negative aspects of
working with trauma. There are 10 statements for each of the 3
subscales; compassion satisfaction, compassion fatigue/secondary
traumatic stress, and burnout. Each item is scored using a Likert
scale ranging from 1 (never) to 5 (very often) relative to the last
30 days. A sample item is “I feel connected to others”. Internal reli-
ability is good with Cronbach's alphas for compassion satisfaction
(0.88), burnout (0.75), and compassion fatigue/secondary
traumatic stress (0.81). Scale validity was calculated from data
from over 200,000 participants across the globe (Stamm, 2009).
(3). The Self-Compassion Scale (SCS)-Long Version (Neff, 2003).
This instrument measures how people typically act towards
themselves during times of great difﬁculty. It includes 6 subscales:
self-kindness, self-judgement, mindfulness, common humanity,
isolation, and over identiﬁcation. Statements such as “I try to be
loving towards myself when I feel emotional pain” are scored on a
scale of 1 (almost never) to 5 (almost always). This scale has a
high internal reliability, with Cronbach's alphas for overall self-
compassion (0.93), kindness (0.88), self-judgement (0.88),175common humanity (0.80), isolation (0.85), mindfulness (0.85),
and over-identiﬁcation subscale (0.88). The SCS has been validat-
ed in both the UK and internationally.
(4). The Short Warwick Edinburgh Mental Well-being Scale
(sWEMWBS).
The sWEMWBS consists of 7 positively worded items that relate
to respondents feelings over the prior fortnight. For example,
“I've been feeling optimistic about the future”. Responses range
from 1 (none of the time) to 5 (all of the time). Internal reliability
is high, with a Cronbach's alpha of (0.83) (Tennant et al., 2009).
Scale validity has been established with data collected in the UK
and globally.
10. Statistical Analyses
Data were analyzed using SPSS version 20. Descriptive statistics
were calculated before inferential analyses using a Spearman's Rho
correlation and MannWhitney Independent U test from divided scores
of ‘high’ versus ‘low’ on all measures which relate to self-compassion.
The rationale behind test use was to investigate the relationship
between each variable, and to explore differences in ‘high’ versus ‘low’
levels of self-compassion among community nurses. Data were not
normally distributed, therefore non-parametric tests were conducted.
11. Results
To viewmean and standard deviation scores for the 4 questionnaires
(see Table 1).
Results indicate that compassion scores (mean = 4.1) were higher
than the original sample of USA psychology students (mean = 3.86)
used by Pommier (2011), when developing the measure. Self-
compassion scores were low (mean = 2.8), with mean scores of 3 and
3.5 considered moderate levels of self-compassion (Neff, 2003).
Compassion satisfaction scores were high (mean = 39.3), and scores
for burnout (mean = 22) and compassion fatigue (mean = 21) low,
with this considered the desired balance for professional quality of life
(Stamm, 2009). Wellbeing scores were slightly higher than the national
average for general populations (mean = 25.1) (Evans et al., 2015).
The signiﬁcance level for examining differences between groupswas
set at α= 0.05. To view the calculated relationships between variables
using a Spearman's rho correlation (see Table 2).
A statistically signiﬁcant negative relationship between self-
compassion and burnout was found (r =−0.369). Self-kindness was
also signiﬁcant and again inversely related to burnout (r =−0.351).
Compassion satisfaction was found to be positively associated with
compassion (r = 0.330), wellbeing (r = 0.410), and negatively with
burnout (r =−0.370). Although non-signiﬁcant, self-judgement was
found to be positively associated with both compassion fatigue and
burnout.
Mean scores for ‘high’ and ‘low’ levels of self-compassion, burnout,
compassion fatigue, compassion satisfaction, and wellbeing were
Table 2
Spearman's rho correlations for self-compassion, self-judgement and self-kindness in relation to burnout, compassion fatigue, compassion satisfaction, wellbeing and compassion for
others.
Compassion for others Compassion satisfaction Burnout Compassion fatigue Self-kindness Self-judgement Self-compassion Wellbeing
Compassion for others 1 0.330⁎ 0.041 0.187 0.027 0.128 −0.191 0.073
Compassion satisfaction 0.330⁎ 1 −0.370⁎ 0.053 0.056 0.061 0.080 0.410⁎
Burnout 0.041 −0.370⁎ 1 0.499⁎⁎ −0.351⁎ 0.315 −0.369⁎ −0.550⁎⁎
Compassion fatigue 0.187 0.053 0.499⁎⁎ 1 −0.011 0.163 −0.182 −0.292
Self-kindness 0.027 0.056 −0.351⁎ −0.011 1 −0.329⁎ 0.626⁎⁎ 0.136
Self-judgement 0.128 0.061 0.315 0.163 −329⁎ 1 −0.675⁎⁎ −0.086
Self-compassion −0.191 0.080 −0.369⁎ −0.182 0.626⁎⁎ −0.675⁎⁎. 1 0.118.
Wellbeing 0.073 0.410⁎ −0.550⁎⁎ −0.292 0.136 −0.086 0.118 1
⁎⁎ p b 0.01 level (2-tailed).
⁎ p b 0.05 level (2-tailed).
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groups (see Table 3).12. Discussion
Results suggest that community nurses who are more self-
compassionate are less likely to suffer from symptoms of burnout. In ad-
dition, community nurses who feel a greater sense of satisfaction from
their work show greater compassion, more positive wellbeing, and are
less prone to burnout. The high scores for compassion satisfaction are
supported by the work of Maben et al. (2010), who found that nurses
at the beginning of their careers want to provide high quality
evidence-based care. However, two years on these nurses reported
feelings of frustration and burnout. Michalec et al. (2013), call this the
“quiet before the storm”, with self-judgement increasing a tendency
towards burnout. Such evidence supports the idea that teaching
community nurses the skills of self-compassion could potentially re-
duce negative thoughts and emotions. Such self-care techniques could
potentially help prevent compassion fatigue and burnout.
Our results promote the idea that experiencing symptoms of
compassion fatigue and burnout may be related to self-judgement in
community nurses. Nurseswho judge themselves harshlymay feel con-
sumed with critical self-talk, shame and guilt, which in turn impacts
upon their emotional wellbeing. Overall scores for compassion were
higher than Pommier's (2011), original sample of undergraduate stu-
dents. However, two restrictions of our study are that we do not have
access to the Pommier (2011) data, and our sample of community
nurses is relatively small. Nonetheless, our ﬁndings are indicative of a
possible larger problem and potentially explain recent criticisms of
nursing staff highlighted in the Francis Report (Francis, 2013).
Our data have shown that when compassion satisfaction and self-
compassion are high, the community nurses in our study showed great-
er compassion, experienced a better quality of life, increased wellbeing,
and greater resilience towards occupational stress. Those who were
self-critical tend to experience greater stress. In essence, whilst engaged
in stressful situations it can be easy for nurses to neglect their own
emotional and psychological needs, which makes them prone to com-
passion fatigue and burnout. Hence, more of a sense of enjoyment
from providing care to patients could be developed through teachingTable 3
MannWhitney Independent U test results for all variables in relation to nursing students
classiﬁed as having high or low self-compassion.
Scale Hi or low self-compassion
U z p⁎
Compassion for others 14.0 24.0 4.92
Compassion satisfaction 13.0 58.0 4.27
Compassion fatigue 10.0 20.0 2.15
Burnout 8.0 18.0 1.21
Wellbeing 15.0 60.0 6.40
⁎ p b 0.05.
17self-compassion skills. Thiswould createwhat Sabo (2011), calls ‘a com-
passionate presence’.
13. Contribution to the Literature
There are several contributions that can be taken from this study.
(1). We are the ﬁrst research team to examine relationships between
compassion, self-compassion, compassion fatigue, quality of life,
burnout, andwellbeing in registered community nurses. Howev-
er, it should be noted thatwe used a small convenience sample of
community nurses.
(2). Teaching techniques for self-care might reduce levels of compas-
sion fatigue and burnout in community nurses. Building students'
resilience and self-compassion through teaching techniques
might have beneﬁts in terms of reducing compassion fatigue
and burnout. This is a matter for further research.
(3). Developing community nurses' compassion satisfaction could
increase compassion for others, and improve their personal
wellbeing. When a nurse's wellbeing is high, they are said to
become more engaged with their work (Brunetto et al., 2013).
(4). Those whowere dissatisﬁedwith their role tended to score lower
on measures of compassion. Findings show that self-compassion
did not correlate positively with compassion for others, instead
they were related to reduced burnout scores.
14. Implications for Community Nurses
Findings suggest that developing self-compassionmay prove beneﬁ-
cial for registered community nurses. Our study has shown that even
moderate levels of self-compassion may be linked to reduced levels of
burnout. This ﬁnding in itself merits further investigation. Our paper
adds to the growing body of literature that considers self-compassion
to be a healthy attribute for nurses to have (Cornwell et al., 2014). If
community nurses can be taught to recognise how they interact with
patients, they will be able to develop greater compassion satisfaction.
This in turn can lead to an increase in compassion for others.
15. Limitations
Questionnaires were collected from participants at the beginning of
their post graduate diploma in community nursing. If questionnaires
were given at the start and end of training, this would have provided
pre-training and post-training data. It is difﬁcult to generalize the
ﬁndings of this study to other community nurses, both within and
outside of the university.
Participant numbers were quite small. An additional investigation
involving a larger sample, and including allied nursing specialisms
would provide more information. In addition, only quantitative data
was collected. A qualitative approach may have offered richer and
more detailed data regarding the subjective experiences of the partici-
pating community nurses. Further factors may have inﬂuenced the6
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groundsmay have strong trait resilience that could have altered results.
In addition to the data collected, we could have measured resilience,
coping strategies, cultural, and ethnic differences.
16. Further Research
Developing greater self-care could help individuals copewith every-
day stressors. Previous studies have noted that compassion declines as
nurse's progress through education (Murphy et al., 2009). Further
research could include collecting pre, post and follow-up data to help
develop amore longitudinal picture. Examining the role played by orga-
nisations for community nurses could also be illuminating. For example,
organisational stress can inhibit compassion, especially when people
feel under ﬁnancial threat or threats of job loss (Crawford et al., 2014).
Similarly, staff shortages can impact on staff, especially if staff members
do not feel supported by managers.
Further research could also investigate interventions that may pro-
mote self-care in community nurses. Compassionate Mind Training
(CMT) is perhaps one intervention that could help community nurses
to develop compassion for their own suffering and the suffering of
others. CMT draws on evidence from neuropsychology, attachment the-
ory, evolutionary psychology, and social psychology, and its aim is to
cultivate a compassionate mind. Within a therapeutic context, compas-
sionate mind training is endorsed as a technique that helps increase
feelings of care and compassion, through reducing self-criticism, guilt,
and shame (see Beaumont and Hollins Martin, 2015 and Leaviss and
Uttley, 2014, for a review). Furthermore, developing self-compassion
has been found to increase compassion for others (Heffernan et al.,
2010) and impact positively on wellbeing (Yarnell and Neff, 2013).
17. Summary and Conclusions
To conclude, the results suggest community nurses who report
higher levels of self-compassion are less likely to suffer with burnout.
Furthermore, community nurses who report a greater sense of satisfac-
tion from their work also experience more compassion and less
burnout. In light of recent documented cases where nurses failed to
provide compassionate care, if students were to be taught strategies to
improve their ability to self-care and provide compassionate care,
then this in turn could impact positively on patients. Further research
is recommended to investigate if community nurses, when armed
with the tools to develop a compassionate mind, are ﬁt to face the
demands of their profession. It is hypothesized that such strategies
will reduce the onset of burnout and lead to a more compassionate
workforce.
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Does Compassion-Focused Therapy Training for
Health Care Educators and Providers Increase
Self-Compassion and Reduce Self-Persecution
and Self-Criticism?
Elaine Beaumont, MSc; Chris Irons, PhD; Gillian Rayner, PhD; Neil Dagnall, PhD
Introduction: There is a growing body of evidence within the health care community suggesting that developing feelings of
compassion can profoundly affect physical and psychological health. This is an important area of work, and initial research with
nonprofessional groups has found that practicing compassion through a variety of experiential practices and meditations can lead
to higher levels of compassion for others, sensitivity to suffering, motivation to help, and altruism. This study examines outcome
measures after a 3-day introductory workshop on compassion-focused therapy provided to health care providers and educators.
The aim of the research is to explore whether the training would increase self-compassion and reduce self-criticism and self-
persecution.
Methods: A total of 28 participants who were classified into three groups “nurses and midwives,” “counselors/psychotherapists,”
and “other health care providers” completed the Self-Compassion Scale and Functions of Self-Criticizing and Self-Attacking Scale
before and after training.
Results: Results reveal an overall statistically significant increase in self-compassion and statistically significant reduction in self-
critical judgment after training. There was no statistically significant reduction in self-persecution or self-correction scores after
training.
Discussion: Developing self-compassion and compassionately responding to our own “self-critic” may lead the way forward in
the development of more compassionate care among health care professionals. Training people in compassion-based exercises
may bring changes in levels of self-compassion and self-critical judgment. The findings are exciting in that they suggest the
potential benefits of training health care providers and educators in compassion-focused practices.
Keywords: workplace learning, profession-other, human factors, self-compassion, compassion-focused therapy, health care
educator and provider, compassionate mind training
DOI: 10.1097/CEH.0000000000000023
Compassion is one of the essential tools that health careworkers need to work effectively with the individuals
they treat.1 Compassion has been deﬁned in various ways, but
a common deﬁnition is that it involves “a basic kindness, with
a deep awareness of the suffering of oneself and of living
things, coupled with a wish and effort to relieve it.”2(xiii)
Compassion may involve a variety of attributes (eg, empathy,
distress tolerance, being nonjudgmental, and sympathy) and
links to motivational systems associated to caring for and
being cared for.3 Recently, there has been much debate about
compassion in health and social care4–7 and after recent
scandals within the National Health Service, much of the lit-
erature has focused on the blocks, deﬁcits, and lack of com-
passion in health and social care settings.
Blocks to Compassionate Health Care
Recently, factors that may negatively affect health and social
care professionals compassionate capacity have been explored.
These include a variety of factors linked to the working envi-
ronment, such as high workload, time demands, and paper-
work.7,8 Research has also suggested that within this context,
various intrapersonal factorsmay also block compassionate care,
including experiences of vicarious trauma, compassion fatigue,
stress, and burnout.1,9 We now know, for example, that at the
beginning of their careers, nurses are often motivated to provide
high quality, patient-centered, and evidenced-based care. How-
ever, Maben et al.10 found that just 2 years after starting their
nursing career, many reported feelings of frustration, and
exhibited evidenceofburnout.This in turn, led todisillusionment,
role changes, and in some cases staff opting to leave the pro-
fession. Similarly, Bjerknes and Bjørk11 found that newly
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qualiﬁed nurses tended to enter the nursing profession with
empathy for their patients and enthusiasm toward the organiza-
tion and their new role. However, once ensconced into their new
role they often found themselves faced with organizational and
professional obstacles that hindered their performance.
Can We Cultivate More Compassionate Health Care?
At present, there is a growing body of evidence within the health
care community that suggests that developing feelings of com-
passion canhave aprofound impact onmental health12,13 andhas
also been shown to increase immune system effectiveness,14,15
lower blood pressure and cortisol release,16 and improve general
psychological well-being.17 There have been a variety of studies
that have looked at cultivating more compassionate “organ-
izations”18while other researchers have focusedonhowwe could
train and cultivate compassion as individuals. This is an impor-
tant area of work, and initial research with nonprofessional
groups has found that practicing compassion through a variety of
experiential practices andmeditations can lead to higher levels of
compassion for others, sensitivity to and motivation to help suf-
fering, and altruism.19–21
Researchers have also been interested in how self-compas-
sion, and cultivating compassion for oneself, may have an
important impact on our ability to be compassionate toward
others. Gustin and Wagner22 found that the cultivation of
self-compassion in clinical nursing teachers improved the
compassion they exhibited to other people. Heffernan et al.23
discovered a positive correlation between emotional intelli-
gence and self-compassion, with both factors leading to
increased compassion for others among a sample of nurses.
Another related area of recent study has been the exploration
of factors associated with lower levels of self-compassion. One
emerging factor that seems to play an important role in this
aspect is self-criticism. For example, self-criticism has been
found to be strongly related to lower levels of self-compas-
sion,24 and that practicing compassion is associated with
a reduction in self-criticism.13 Moreover, being critical with
ourselves has been found to be associated with a variety of
negative correlates, including higher levels of stress and symp-
toms of mental illness.25 Gilbert et al.24 suggest that individuals
may criticize themselves because they have thoughts of inade-
quacy, inferiority, disgust, and/or hatred toward themselves.
The functions of self-criticism include correcting or improving
oneself, to hurt or punish oneself, to prevent future mistakes, to
maintain a certain standard, or to elicit sympathy fromothers.24
Given the results of this research, it seems helpful to consider
whether compassion—and self-compassion—can be trained or
cultivated in staff. This research is relevant to our study because
self-attacking tends to be activated when individuals think that
they have failed in a particular task. An alternative and psy-
chologically healthier response could perhaps be taught. For
example, another response to failure could be to learn to
self-support or develop compassion for one’s pain and
suffering.24,26
Compassion-Focused Therapy and Self-Compassion
Self-compassion has its roots in Buddhist teachings but during
the recent years it has been linked to psychological well-being.
This has led to an increase in research exploring the beneﬁts of
cultivating compassion.3,15,27–32 Compassionate mind training
(CMT) and compassion-focused therapy (CFT) were speciﬁ-
cally developed by Professor Paul Gilbert with and for indi-
viduals who experience self-criticism and shame. The model
offers an evolutionary and neuroscience-based approach that
explores how the evolution of afﬁliative emotions can regulate
threat processing. Key principles of CFT are to motivate indi-
viduals to care for their well-being, to become sensitive to per-
sonal needs and distress, and to extend warmth and
understanding toward themselves.3 CFT involves developing
key compassionate attributes and the skills of compassion.2
Compassionate attributes include:
1. Developing a caring motivation and wish to alleviate
distress (care for well-being)
2. Learning to recognize our ownandother people’s distress
(sensitivity to distress)
3. Being emotionally moved by feelings of distress (sympathy)
4. Using the compassionate mind to tolerate difﬁcult
emotions by moving toward suffering rather than avoid
suffering (distress tolerance)
5. Seeing theworld through the eyes of another and learning
to understand why we feel the way we do (empathy)
6. Individuals are taught techniques that aim to help them
become more aware of and let go of self-attacking and
self-criticism (nonjudgmental attitude).
Individuals are encouraged to reﬂect on the key attributes of
compassion and practice the skills needed to develop them. For
example, skill training includes learning to direct attention in
a compassionate way, behave, think, reason, and respond to
emotions in a compassionate way and use imagery to cultivate
a compassionate mind. Individuals are taught to use self-
soothing actions, adaptive coping strategies, courage, and acts
of kindness.24,33,34 Research within therapeutic practice dem-
onstrates that developing compassion for oneself andothers can
be beneﬁcial for individuals experiencing chronicmental health
problems,29,35 psychosis,36–38 trauma,27,39–41 and eating dis-
orders.42 The study by Gilbert3 entails a comprehensive over-
view of the origins and nature of CFT.
Rationale for This Study
Increasing self-compassion and reducing self-criticism and self-
persecution may protect health care professionals (HCPs) from
compassion fatigue and burnout,1,43–45 in addition to improv-
ing physical and psychological health.12–17 Given the current
pressures within health care settings, the literature highlighting
frequent reductions in compassionate care as professionals
move through their careers, and research emphasizing the
important role played by self-compassion and self-criticism,
this study was designed to measure whether attendance at
a training course in CFT {as part of a Continuing Professional
Development [CPD] programme} may increase levels of self-
compassion of the attendees while lowering their self-reported
self-criticism.
CPD is essential for those working within health care pro-
fessionsbecause it helps ensure that professional standardsof care
aremaintained.Keepingup todatewithhealth caredevelopments
and therapeutic approaches helps practitioners acquire newskills,
reﬂect onpractice, and remain a competent practitioner. CPDcan
help the clinician to identify and challenge their own assumptions
and reﬂect on their own needs as HCPs.46 For these reasons, we
introduced CFT as a CPD event to the staff team.
CFT Training for Health Care Educators Beaumont et al. 5
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To the best of our knowledge, this is the ﬁrst study to
investigate the outcome of a brief 3-day introduction to CFT on
HCPs’ level of self-criticism and self-compassion.
METHODOLOGY
Participants
Participants were HCPs working at a university in the United
Kingdom. Forty-four people attended the workshop and 28
completed pre and postquestionnaires were obtained. The sam-
ple consisted of 11 nurses and midwives, 10 therapists (counse-
lors and cognitive behavioral psychotherapists) and sevenHCPs.
The HCPs included smoking cessation workers, health care
improvement practitioners and lecturers in health care.
Data Collection
Data were collected before the start of the workshop, at the end
of training and at a follow-up focus group 1 month later.
Quantitative Element
Two measures were given to participants before and after
training.
Self-Compassion Scale–Short Form (SCS-SF). The SCS-SF
is a 12-item questionnaire.47 The scale consists of six subscales
(self-kindness, self-judgment, mindfulness, common humanity,
isolation, and overidentiﬁcation) and examines how individuals
act toward themselves while experiencing difﬁculties. Recent
research suggests that the scale measures two separate factors,
self-compassion and self-critical judgment,48 we therefore col-
lapsed items to give ameasure of two subscales. Self-compassion
scores were calculated by collating data from the self-kindness,
common humanity, and mindfulness subscales. Self-critical
judgment scores were calculated by collating data from the
subscales isolation, self-judgment and overidentiﬁcation.48 This
scale has a near perfect correlation with the long-scale ques-
tionnaire when examining total scores.47
Functions of Self-Criticizing and Self-Attacking
Scale (FSCS). This scale measures the functions of self-criti-
cism.24 This scale examines why people think they self-criticize
and self-attack. Factor analysis suggests two very different
functions for being self-critical, which are as follows:
1. To try and improve oneself and to stop oneself from
makingmistakes. Questions include “tomake sure I keep
my standards up” and “to stop me being lazy.”
2. The other involves expressing anger andwanting to harm
oneself. Questions include “to destroy a part of me” and
“to harm part of myself.”
This is a 21-item scale measuring both of these factors. The
responses are given on a 5-point scale (ranging from0 = not at all
like me, to 4 = extremely like me). Cronbach alphas were 0.92
for correcting and persecuting, respectively. Statistical analyses
used SPSS release 20 for Windows (IBM SPSS, Chicago, IL).
Qualitative Element
Participants were given the opportunity when completing
posttraining questionnaires, to answer the following questions:
1. What have you foundmost useful from the 3-day training
course?
2. Will you use any of the interventions with your students
or clients or patients?
Participants were informed that they would be invited at
a later date to attend a focus group todiscuss theworkshop.The
results collected through the focus group will be examined in
a second article.
Procedure and Study Design
Participants were offered a place on a 3-dayworkshop titled “An
Introduction to Compassion Focused Therapy.” Training was
provided by one of us (C.I.), a board member of the Compas-
sionateMind Foundation (www.compassionatemind.co.uk) and
an experienced trainer and practitioner in CFT. The workshop
has been developed for attendees to use in their clinical practice,
although as part of the workshop, attendees are encouraged to
consider the model in relation to themselves and their students.
Overview of the Workshop
Participants were introduced to core theoretical elements of
CFT, including the evolved nature of our minds; how our sense
of self is created through an interaction between our genes and
our social experiences; and our emotion regulation systems
(threat, drive, and soothing); and the nature of shame, self-
criticism and compassion. Participants also explored the evo-
lution, deﬁnition, and qualities of compassion, along with the
practice of a variety of experiential exercises designed to culti-
vate different aspects of compassion (TABLE 1).
Ethical approval was given by the College Research Gover-
nance and Ethics Committee.
RESULTS
Following participation in the 3-day training changes between
premeasures and postmeasures across occupation groups were
assessed by a series of 2 (time: pre versus post: within) · 3
(occupation: nurses and midwives versus therapists versus
HCPs: between) mixed analysis of variance (ANOVA). Each
subscale was analyzed independently.
Multivariate ANOVA was not appropriate. To use multivar-
iate ANOVA, dependent variables are required to be conceptu-
ally related and moderately correlated. Speciﬁcally, Maxwell49
recommends that correlations should be in the range of 0.3 to
0.7. Consideration of dependent variable intercorrelations
revealed that correlations between self-critical judgment and self-
correction, r = 0.29, df = 26, P = .07; self-compassion and
self-correction, r = 20.20, df = 26, P = .15, failed to reach the
required level. Additionally, Levene’s test for equality of variance
revealed nonhomogeneity of between-group variance for pre
and posttraining interventionmeasures of self-correction before,
F = 4.28, df = 2, 25, P = .025; after, F = 3.80, df = 2, 24, P = .036.
Given these data limitations, anANOVAwas performedoneach
dependent variable (SCS: self-critical judgment and self-com-
passion; FSCS: self-correction and self-persecution). Means (M)
and standard deviations (SD) are shown in TABLE 2.
It was predicted that posttraining scores on SCS and
FSCS subscales would improve compared to the pretraining
scores.
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To reduce the probability of type I errors, posthoc interaction
comparisons were restricted to pretraining versus posttraining
differences by using related t tests on each level/occupation type.
Application of Bonferroni corrections for multiple comparisons
produced an alpha level of 0.017. Information about effect sizes
accompanies statistical analysis and is indicated by partial eta-
squared (h2p) within ANOVA and Cohen’s d when t tests were
calculated. A partial eta-squared value of between 0.01 and 0.06
reﬂects a small effect size, 0.06 to0.13 represents amediumeffect
size, and a value of 0.14 or higher indicates a large effect.50
Cohen51’sd classiﬁes effect sizes as small (0.2),medium (0.5), and
large (0.8) when interpreting the effect of an intervention.
Self-Compassion Scale
Self-Critical Judgment
A signiﬁcant main effect was observed for time, F(1, 25) =
19.48, P < .001, h2p = 0.44. Posttraining (M = 15.61, SD = 4.57)
self-critical judgment scores were lower than pretraining (M =
18.11, SD = 5.09) scores. The occupation main effect was sig-
niﬁcant,F(2, 25) =18.00,P< .001,h2p =0.59. Thesemain effects
were qualiﬁed by the signiﬁcant time · occupation interaction,
F(2, 25) = 3.96, P = .032, h2p = 0.24.
Simple main effect analysis revealed differences between
pre and posttraining ratings for therapists (M = 13.60, SD =
3.17 versus M = 11.40, SD = 3.20), t = 3.60, df = 9, P = .006,
d = 0.69, and HCPs (M = 23.43, SD = 4.20 versusM = 18.00,
SD = 2.45), t = 2.52, df = 6, P = .046, d = 1.92. Self-critical
judgment for therapists and HCPs reduced after training.
The HCP score after applying the Bonferroni correction was
above the corrected level of signiﬁcance. However, scores
suggested a trend toward improvement as indicated by the
large effect size.50 Pre and posttraining scores for nurses and
midwives did not differ signiﬁcantly (M = 18.81, SD = 3.13
versus M = 17.91, SD = 4.01), t = 1.34, df = 10, P = .211,
d = 0.25.
Self-Compassion
A signiﬁcant main effect was observed for time, F(1, 25) =
15.76, P = .001, h2p = 0.39. Posttraining (M = 20.75, SD = 3.21)
self-compassion scores were higher than their pretraining (M =
18.36, SD = 4.44) scores. No main effect was found for occu-
pation, F(2, 25) = 0.71, P = .501, h2p = 0.05. The time · occu-
pation interactionwas not signiﬁcant, F(2, 25) = 1.90, P = .170,
h2p = 0.13.
TABLE 1.
Some of the Experiential Exercises That Were Examined and Practiced in the 3-day Workshop
Mindfulness and focused attention Mindfulness: learning how to pay attention in the present moment without judging or criticizing
Soothing rhythm breathing Teaching breathing methods that have been found to be associated with heart rate variability, positive health outcomes
and facilitation of frontal cortex activity
Compassion-focused imagery Use of imagery to help manage life’s struggles (imagining the compassionate self-dealing with a problem)
Creating a safe place Creating a place in the mind that provides a feeling of safety and calm
Compassion as a flow Compassion can flow in three ways, from others to us, from us to other people and from and to ourselves
Developing the compassionate self Using method acting and imagery techniques to create and develop a compassionate ideal self which may be used to
direct compassion to others, and to oneself
Developing our ideal compassionate other Using imagery techniques, participants create an image of an ideal compassionate other, and learn to experience
compassion from this image
Using compassionate self to explore and relate to
different parts of ourselves (multiself)
Participants explore different emotional parts of themselves (eg, angry, anxious, sad) to a recent distressing incident, and
then use their compassionate mind to relate to these different parts, and the incident itself
Using compassion to engage with self-criticism From the developed compassionate part of self, participants direct compassion (eg, empathy, distress tolerance, care) to
their self-critical parts
Compassionate Letter writing Compassionate letter writing helps to engage with difficulties and problems by focusing on being kind, supportive, and
nurturing, as opposed to being self-critical
TABLE 2.
Pre and Posttraining Occupation Mean and Standard Deviations on the SCS and FSCS
Scale
Occupation Overall (n =28)
Nurses and Midwives (n = 11) Therapists (n = 10) HCP (n = 7)
Pre PostPre Post Pre Post Pre Post
M SD M SD M SD M SD M SD M SD M SD M SD
SCS
Self-Judgement 18.81 3.13 17.91 4.01 13.60 3.17 11.40 3.20 23.43 4.20 18.00 2.45 18.11 5.09 15.61 4.57
Self-Compassion 19.27 4.83 20.46 3.39 19.00 3.77 21.30 3.62 16.00 5.16 20.43 2.57 18.36 4.44 20.75 3.21
FSCS
Self-Persecution 4.73 4.63 7.00 5.06 3.50 5.70 2.40 4.17 11.14 7.93 8.29 4.99 5.89 6.52 5.68 5.22
Self-Correction 24.64 13.13 23.45 13.25 15.70 9.32 13.70 6.73 26.86 4.45 28.71 7.02 22.00 11.00 21.29 11.34
FSCS indicates Functions of Self-Criticizing and Self-Attacking Scale; SCS, Self-Compassion Scale.
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Functions of Self-Criticizing and Self-Attacking Scale
Self-Correction
No signiﬁcant main effect was observed for time, F(1, 25) =
0.10, P = .756, h2p = 0.00. Posttraining (M = 21.29, SD = 11.34)
and pretraining (M = 22.00, SD = 11.00) scores did not differ.
The occupation main effect was signiﬁcant, F(2, 25) = 4.58, P =
.020, h2p = 0.27. Posthoc comparisons using independent Bon-
ferroni corrected independent t tests foundHCP (M=27.79, SD
= 3.63) self-correction scores to be higher than those of thera-
pists, (M = 14.70, SD = 7.10), t = 4.45, df = 15, P < .001, d =
2.34. Differences between nurses andmidwives (M = 24.05, SD
= 12.95) and HCPs (M = 27.79, SD = 3.63), t = 20.90, df =
12.31, P = .38, d = 0.38 and nurses and midwives (M = 24.05,
SD = 12.95), and therapists (M = 14.70, SD = 7.10), t = 2.08, df
= 15.79, P = .055, d = 0.93 were not signiﬁcant. While signiﬁ-
cance testing indicated no signiﬁcant difference between the
nurses and midwives versus therapist groups, a large effect size
was present. This suggested that a signiﬁcant difference would
be observable with a relatively modest increase in sample size.
The time·occupation interactionwas not signiﬁcant,F(2, 25) =
0.61, P = .550, h2p = 0.05.
Self-Persecution
No signiﬁcant main effect was observed for time, F(1, 25) =
0.33, P = .570, h2p = 0.01. Posttraining (M = 5.68, SD = 5.22)
and pretraining (M= 5.89, SD = 6.52) scores did not differ. The
occupationmain effectwas signiﬁcant,F(2, 25) =4.19,P= .027,
h2p = 0.25. Posthoc comparisons using independent Bonferroni
corrected t tests found that HCPs (M = 15.29, SD = 9.19) had
higher self-persecution scores than therapists (M = 4.70, SD =
7.66), t = 22.59, df = 15, P = .021, d = 1.38. However, this
difference was above the Bonferroni corrected signiﬁcance
level. Differences between nurses andmidwives (M=8.23, SD=
6.26) andHCPs (M = 15.29, SD = 9.19), t =21.95, df = 16, P =
.069, d = 1.00 and nurses and midwives (M = 8.23, SD = 6.26)
and therapists (M= 4.70, SD = 7.66), t = 1.16, df = 19, P = .260,
d = 0.53 were not signiﬁcant. Consideration of the observed
effect sizes revealed large effect sizes50 for the HCPs versus
therapists and nurses and midwives versus HCPs comparisons
indicated that modest increases in sample size would produce
signiﬁcant differences. The time · occupation interaction was
not signiﬁcant, F(2, 25) = 2.43, P = .109, h2p = 0.16.
An introductory, 3-day CFT training workshop had beneﬁ-
cial effects on SCS ratings. Compared with the pretraining
ratings, the posttraining ratings for self-critical judgment
decreased for therapists and HCPs and self-compassion ratings
increased.
The workshop had no statistical signiﬁcant effect on FSCS
subscales (self-correction and self-persecution).
DISCUSSION
There is an increasing focus within health care about the impor-
tance of compassionate care, and an awareness of blocks or
inhibitors to this. This study looked at whether, as part of
a training workshop, teaching health care and academic pro-
fessionals about CFT, there may be associated increases in
participant’s levels of self-compassion, and reductions in levels of
self-criticism. Self-compassion scores increased posttraining in all
groups and self-critical judgment (as measured using a composite
of item scores on the SCS) reduced posttraining in all groups.
Our ﬁnding that in the total sample there were pre to post
CFT training changes in the scores on the SCS suggests that
training people in compassion-based exercises may bring about
changes in their self-reported levels of compassion and judg-
ment, evenwhen this is in the context of training in an approach
for one’s clients/work. This supports other research that has
found that training in compassion-based experiential exercises
may bring changes in levels of self-reported compassion.52
Given that this was a brief training programme, and that the
experiential exercises that participants engaged with were part
of a broader programme of learning, these ﬁndings are exciting
in that they suggest the potential beneﬁts of training health care
staff in compassion.
Althoughwe foundvery small reductions in two speciﬁc forms
of self-criticism—self-correction and self-persecution—these did
not reach statistical signiﬁcance. It is interesting that while we
identiﬁed statistical signiﬁcance in changes in self-compassion,
this did not translate to changes in self-criticism. There may be
a number of reasons for this; this was a preliminary study with
a small sample size, with statistical analysis suggesting that a
signiﬁcant differencemaybeobservedon self-correction and self-
persecution scores with a relatively modest increase in sample
size. However, it may be that affecting change in levels of self-
criticismmay take longer thanwas given in this study.Moreover,
given that the introductory workshop taught participants com-
passion-based exercises, it spent longer teaching participants
about the theory and practice of CFT. Given this, it may not be
surprising that levels of self-criticism did not reduce.
Although sample size numberswere small, there seemed tobe
some interdisciplinary variation in change scores. Looking at
the three different professional groups, we found an interesting
pattern of change pre to posttraining. On the two subscales of
the SCS, all groups showed an increase in scores linked to self-
compassion, and a reduction in items measuring self-critical
judgement. Interestingly, the “other HCPs” group also showed
a small (nonsigniﬁcant) increase in self-criticism (self-correc-
tion) scores. One explanation which was discussed in the
training itself is that we may have multiple ways of relating to
ourselves (eg, self-critically, self-compassionately) and there-
fore it may be easy, in the early stages of exposure to this work,
to tone up one’s capacity for self-compassion, but this does not
mean that our level of self-criticism reduces accordingly. This
study did not set out to test the impact of changes in levels of
self-compassion on self-criticism (ie, in a linear, causalmanner),
but it may be interesting in the future to see whether change in
one, or both, is salient in facilitating change in other related
processes (eg, stress, burnout, compassion fatigue, depression,
and so forth).
Although it is difﬁcult to make clear inferences because of low
numbers in each professional subgroup, the different patterns of
average scores across the measures in each group is intriguing.
Self-persecution scores increased posttraining in the nurses and
midwives group only. For some people, practicing compassion
exercises can bring them in contact with their self-criticism and
personal distress in a way that may, in the short term, increase
their self-reported scores as they become more aware of some-
thing that previously they were disconnected from. Counselors
and psychotherapists seem to have lower levels of self-criticism
and higher self-compassion, whereas the “other HCPs” group
had the highest pretraining levels of self-criticism and lowest
pretraining level of self-compassion. It is unclear whether these
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ﬁndings are an accurate reﬂection of interprofessional differ-
ences, but if they are, these may link to a variety of factors,
including the content/nature of differences in professional train-
ing; the nature of professionals’ day-to-day job stress; or the level
of support/supervision provided. It may be helpful for future
studies toexplore theseﬁndings ingreaterdetail, and if replicated,
investigate further what might account for such differences.
Training was only conducted for a 3-day period and the
results suggest that this may not be enough time to instigate
change in self-criticism and self-persecution for all participants.
LIMITATIONS
There are a number of limitations to the study. First, this was
a small study which used only two questionnaires. Second, the
training took place on the university campus, which meant
participants may have been distracted by students and work
commitments during break times. Moreover, some staff had to
leave sections of theworkshop to deal withwork-related issues.
Third, although we took measures of self-compassion, we did
not record if participants’ level of “other” compassion
increased, or if participants’ ability to experience support and
compassion from others changed after training. Fourth,
although the workshop includes many compassion-based
exercises, it also includes participants having to engage
(potentially) difﬁcult memories, emotions, and thoughts,
including working directly with recognizing the nature and
function of their own self-criticism. Actively engaging in expe-
riential exercises that linked to shame memories and self-criti-
cism may have reduced the potential for some participants to
beneﬁt from the compassion exercises themselves. One partic-
ipant disclosed on the posttraining questionnaires “I will
practice the exercises (CFT) myself when I notice shame. . . I
didn’t realize I had such feelings until I started to reﬂect over the
3 days.”Another commented, “The training was a reminder of
the nature and role of shame in maintaining distress and
a reminder about the importance of self-compassion.”
Despite the limitations, participants reported that the model
was easy to understand. Participants reported that they valued
the experience of coming together as a staff group to discuss the
CFTmodel and to examine interventions that could potentially
help them develop compassion for themselves and others.
FURTHER RESEARCH
Future studies would beneﬁt from larger sample sizes, and not
onlymight this be helpful to detect overall effects on attendance
at compassion training but it would also elucidate whether
there are interdisciplinary differences between levels of self-
criticism and self-compassion. We would also be keen to
explore whether any potential beneﬁts gained from attendance
at similar trainings are maintained, and whether continued
practice of compassion-focused exercises is linked to this.
There is growing evidence that compassion-based approaches
can positively affect clinical and student populations. It is
essential that HCPs deliver compassionate care especially
because research suggests that there is an increase in compassion
fatigue and burnout.1,45 With research suggesting that more
HCPs want to leave their profession because of stress-related
issues53 policy makers and organizational factors should be
examined in further research. Interestingly, one participant
commented after training that the training helped them feel val-
uedby the organization,“the traininghelpedme to feel valued by
the organization and has been academically satisfying. I want to
know more and study more about this topic.” With another
participant reﬂecting,“the techniqueswill empowerme and help
me to relate and be with others. Getting a chance to spend time
with colleagues and getting to know them was beneﬁcial.”
SUMMARY AND CONCLUSIONS
This study provides some initial data on the impact on health
professional’s level of self-compassion and self-criticism after
a 3-day introductoryCFT training course. Results suggest some
intriguing ﬁndings, and trends in places toward pre to post
increases in self-compassion, and reductions in self-criticism.
Given the difﬁculties that health professionals face in their jobs,
and the potentially deleterious impact of self-criticism on their
ability tomaintain compassionate care for others, itmay be that
training staff on having compassion for their own sufferingmay
be helpful in developing greater self-care and emotional resil-
ience. It is therefore essential that health care educators and
providers explore these concepts in more depth.
CPD helps to ensure effective patient and student care.
Education regarding the impact that self-compassion and self-
criticism plays within health care populations may help HCPs
be“kinder to themselves” in times of distress,which in turnmay
help them foster compassionate environments. Nursing, mid-
wifery, and psychotherapy professions have evolved during the
past 30 years, cultivating a compassionate mind and compas-
sionate working environments may lead the way forward in the
development of more compassionate care among HCPs.5,7,18
Lessons for Practice
n Training health care professionals in compassion-based exer-
cisesmay bring changes in levels of self-compassion and self-
critical judgment.
n Cultivating compassion for oneselfmayhavean impact onour
ability to be compassionate to others.
n Practicing compassionmay be associatedwith a reduction in
self-criticism.
n Self-attacking tends to be activated when individuals think that
they have failed in a particular task. An alternative response
could be taught by learning to self-support and develop com-
passion for one’s pain and distress.
n Developing a compassionate mind by responding to our own
“self-critic”may lead tomorecompassionate care amonghealth
care professionals.
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Purpose: Student therapists can experience incidents inpractice interactions that are emotionally reward-
ing but sometimes highly challenging. In responding to distressing events, theymay experience empathic
distress fatigue, compassion fatigue, stress, burnout, and self-criticism, which in turn can alter their abil-
ity to provide compassion to both self and others, and can create persistent self-criticism and negative
rumination. A creative framework designed to teach student therapists about Compassion Focused Ther-
apy (CFT) to underpin the worth of Compassionate Mind Training (CMT), is a training process designed
to increase levels of compassion.
Expected learning outcomes: On completion of teaching the 6-step study framework, student therapists
will understand variables that inﬂuence compassion delivered to both self and others. They will under-
standhowthe compassionatemindmodelworks, andconsiderhowcultivating compassion canmoderate
self-critical dialogue. They will gain understanding of the 3 ﬂows of compassion, examine how low levels
of compassion can lead to empathic distress fatigue, compassion fatigue, burnout and self-criticism, andeaching programme
explore how emotions, such as shame and self-critical thinking impact upon well-being.
Practical implications:The suggestedprogrammewill develop theability in student therapists to ‘bekinder
to self’ in times of stress, hence building their resilience. It is recommended that post-delivery of a well
prepared teaching plan that addresses the 6-step study framework, that the lecturing team evaluate the
effectiveness of the training.
© 2016 Elsevier Ltd. All rights reserved.ntroduction
Students embarking on a career as a counsellor or psychother-
pist are likely to experience traumatic incidents whilst engaged
n clinical training, which can be emotionally demanding and
tressful. In response, student therapistsmayexperience emotional
allout, symptoms of empathic distress fatigue, stress, burnout,
ompassion fatigue, and/or self-criticism, which has the poten-
ial to impact upon levels of compassion shown towards self
nd others (Beaumont, Durkin, Hollins Martin, & Carson, 2015;
igley, 1995, 2002). Within this context, teaching self-care strate-
ies and interventions aimed at increasing levels of compassion
ecomes imperative. Teaching student therapists about Compas-
ion Focused Therapy (CFT) and Compassionate Mind Training
∗ Corresponding author.
E-mail addresses: E.A.Beaumont@salford.ac.uk (E. Beaumont),
.HollinsMartin@napier.ac.uk (C.J. Hollins Martin).
ttp://dx.doi.org/10.1016/j.aip.2016.06.005
197-4556/© 2016 Elsevier Ltd. All rights reserved.
186(CMT) may help equip them with the interventions needed to cul-
tivate compassion for distress. This form of self-care is designed
to increase the quality of life of therapists, increase levels of
self-compassionandcompassion forothers, and reduce riskof emo-
tional fallout (Beaumont et al., 2015). Christopher, Christopher,
Dunnagan, & Schure (2006) argues that, due to the demands of the
curricula of clinical training, “self-care is typically presented to the
student as an individual responsibility” (p. 496). Nonetheless, over
recent years there has been growing recognition that incorporat-
ing interventions (e.g., mindfulness & loving kindness meditations)
into clinical training programmes may help students to be mindful
of their own well-being (Rimes & Wingrove, 2011).
The Dalai Lama (2003) suggests that before individuals can
develop genuine compassion for others they ﬁrst have to be able
to commit to care for their own well-being. This view is echoed
by Shapiro (2008) who argues that the human heart needs to
ﬁrst pump blood to itself. The value of practicing self-compassion
to promote therapists continued well-being has been recognised
in the literature by Barnett, Baker, Elman, & Schoener (2007)
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nd Mahoney (2005). However and surprisingly, few studies have
xamined the process of teaching student therapists strategies for
elf-care (Patsiopoulos & Buchanan, 2011). Addressing this gap in
tudent therapists training, this paper explores an intervention that
as potential to enhance and enrich the lives of therapists, through
eaching self-care strategies that incorporate creative methods to
ncrease levels of compassion towards self and others.
linical training challenges
Student life can be stressful, due to juggling study with work
ommitments, ﬁnancial pressures, and personal responsibilities
Leathwood & O’Connell, 2003; Rückert, 2015; Scanlon et al., 2010;
eely, Schallert, Mohammed, Roberts, & Chen, 2009). Whilst many
tudents face similar challenges (Scanlon, Rowling, &Weber, 2007),
hose engaged in clinical training programmes face further distinc-
ive challenges that test both their knowledge and capability (De
tefano, Atkins, Noble, & Heath, 2012). By the very nature of the
ob, student therapists work with clients experiencing high levels
f distress, possible suicidal ideation,with possible ﬁxations of self-
njury. Such disclosures require timely response, ethical and legal
onsideration, and are surrounded by rules around conﬁdentiality
nd disclosure (De Stefano et al., 2012). In addition, placements
hat engage individuals with mental health problems can augment
hese emotional challenges (Moore & Cooper, 1996). Furthermore,
tudent therapists are required by many clinical training pro-
rammes to engage in personal therapy. This can add stress for
tudent therapists, because theyare required to reﬂect on their own
istory, present circumstances and attachment styles (Edwards,
013). This in itself can ‘ignite a threat response’ (Gilbert, 2009),
eaving the individual without a ‘secure base’ (Bowlby, 1969).
Rizq and Target (2010) examined the role of attachment sta-
us in student counselling psychologists (n =12). Results suggest
hat ‘insecurely-attached’ participants experienced personal ther-
py differently (e.g., they were more reluctant to attend therapy
essions) and were more concerned, less trusting, more fearful
nd suspicious, than students with a ‘secure’ or ‘earned-secure’
ttachment style. The authors argue that more research should
e conducted to examine if the attachment status of the student
herapist inﬂuences patient work. Obegi and Berant (2008) suggest
hat therapist attachment stylesmay impact on the client-therapist
elationship, arguing that therapists with a ‘secure’ attachment are
ore likely to create a secure therapeutic environment. Indeed,
his notion is echoed by Farber and Metzger (2008) who pro-
ose that therapists with a ‘insecure’ attachment may not be as
ell-equipped to heal ruptures in the therapeutic relationship as
herapists with a ‘secure’ attachment style. This makes consid-
ration of incorporating Compassionate Mind Training (CMT), as
n intervention rooted in various sciences, including neurophys-
ological research, attachment theory, developmental and social
sychology, into counselling and psychotherapy training poten-
ially important.
A further point to consider is that although personal therapy
an help students to develop personal insights (Edwards, 2013), it
lso has demands. For example, student therapists have to pay for
sychotherapy, which adds expense and potentially may heighten
nxiety and rumination. Furthermore, just as in clinical popu-
ations, student therapists are required to be ready to engage
holeheartedly in the therapeutic process, “otherwise an oppor-
unity for personal growth will be missed” (Edwards, 2013, p. 224).
ntroducing the idea of ‘lifework’ into counselling and psychother-
py training programmes may help educators equip students with
ome of the tools needed to manage the difﬁculties of clinical train-
ng. Cultivating compassionate environments may therefore help
reate a ‘secure base’ for students, and also help them develop a
187n Psychotherapy 50 (2016) 111–118
caring motivation for change. This in turn may increase conﬁdence,
and remind students that they are ‘in the same boat’ as other stu-
dents (e.g., that all humanbeings havemoments of stress, suffering,
and anxiety). We are all part of one humanity (Neff, 2003a) and
becoming a competent therapist can bedependent on the ‘lifework’
students engage in, whether that is personal therapy and/or intro-
ducing activities into life that promote self-care and boost levels of
self-compassion. Working toward a shared goal may increase the
quality of care given to others. Indeed, there is often a strong bond
between student therapists and counselling and psychotherapy
teams (Edwards, 2013), which can enable development. However,
for somestudents thegroupexperiencemaynotnecessarily bepos-
itive (Edwards, 2013). For example, somestudentsmay feel isolated
or ‘not good enough’ and so compare themselves unfavourably
to other students in the cohort, which also makes considering an
intervention that aims to cultivate self-compassion important.
In essence, student therapists may experience anxiety that is
considered part of their journey towards developing a psychother-
apeutic identity (Jacobsson, Lindgren, Hau, 2012). Like other
healthcare professionals, this places themat particular risk of stress
and burnout (Boellinghaus, Jones, Hutton, 2012; Moore & Cooper,
1996; Rønnestad & Skovholt, 2003). Surveys by Boellinghaus et al.
(2012) and Brooks, Holttum, and Lavender (2002), propose that
between 25 and 41%of student therapists report struggleswith low
self-esteem, depression, and work adjustment. Kim and Sunwoo
(2012) reported that play therapists and likewise Gam, Kim and
Jeon (2016) reported that art therapists, had low levels of burnout
when they were proactive in using stress coping strategies (e.g.,
social support, self-efﬁcacy, and supervision) to manage perceived
stress. This evidence reinforces the need for student therapists to
develop self-care strategies, which is characterised in this paper as
developing the ability to demonstrate compassion toward self and
others. Self-care strategies include building self-awareness, self-
regulation and the ability to balance one’s own needs with others
(Boellinghaus et al., 2012).
Providing self-care is an ethical imperative for psychological
practitioners (Barnett et al., 2007), with therapists possessing a
duty to take action when their own physical or mental health is
harming their ﬁtness to practice. Therapists’ self-care is a critical
element in preventing harm to clients during a therapeutic inter-
vention (Barnett et al., 2007). Considering this expressed need,
designing a training model that focuses on personal and profes-
sional aspects of self-care across the life span could be integrated
into psychotherapy training programmes.
A further challenge for student therapists is the impact that
clinical supervision has on their professional and personal devel-
opment. Liddle (1986) promotes the idea that although clinical
supervision is about support provision, it can provoke anxiety. Such
provocation can also ignite the student therapists’ ‘threat system’,
which may result in self-criticism, embarrassment, shame, or fear
of negative reactions from supervisors. Such responses can lead
to negative thinking patterns, avoidance, and fear of disclosing
thoughts during a supervision session, in attempts to conceal self-
perceived ﬂaws. Hence, teaching student therapists strategies that
facilitate disclosure during their supervisory sessions may reduce
the student therapists fear of being appraised harshly (Liddle,
1986). Self-compassionate individuals feel conﬁdent in admitting
their mistakes, modify unproductive behaviours, and take on new
challenges (Neff, 2009). As such, practices that encourage self-
acceptance and cultivate a compassionate mind could help student
therapists’ gain more from their clinical supervision, placement
experiences and clinical training.Part of the role of educators is to search for meaningful
solutions to problems encountered. Lecturers and clinical super-
visors engaged in clinical training face a distinctive number of
idiosyncratic difﬁculties. For example, in addition to having a
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ole as educator, lecturers are also gatekeepers for the profession
Edwards, 2014), aiming to provide high quality of care to students
t the same time as being mindful of ethical obligations to the coun-
elling and psychotherapy profession. Students will graduate and
ecome the therapists of tomorrow, thus treating patients that will
est their limits. As such, introducing exercises into clinical train-
ng programmes that cultivate compassion for self and others could
elp the students of today cope with the demands of therapeutic
ork.
elf-compassion and self-criticism
Student therapists in the initial stages of clinical training can
xperience increased anxiety, disapproving self-evaluation, and
lace pressure on self to excel in a mistake free environment
Rønnestad & Skovholt, 2003). Emerging research has suggested
hat CMT  and CFT enhances well-being, improves levels of com-
assion, and reduces self-criticism in clinical populations (see
eaumont & Hollins Martin, 2015; Leaviss & Uttley, 2015). In
esponse, we propose that Compassionate Mind Training be taught
o student therapists.
Self-criticism is an important concept, because it is strongly
elated to lower levels of self-compassion (Gilbert, Clarke, Hemel,
iles, Irons, 2004). Student therapists who are self-critical, often
eel inferior, experience inadequacy, and exhibit self-antipathy.
nderpinning these negative perceptions may  be a desire to cor-
ect and prevent mistakes and sustain set standards, which if
isappointed can lead to self-punishment (Gilbert et al., 2004).
eaching CFT/CMT is just one solution to counteract such adversi-
ies, and may  be worthwhile because individuals who  report high
evels of self-compassion experience improved relationship func-
ioning (Neff & Beretvas, 2013), a willingness to embrace innovation
nd challenge, and lower levels of self-criticism when failing at
 task (Neff, Hsieh, Dejitterat, 2007). In addition, students report
nhanced empathetic concern, improved perspectives, altruism,
nd forgiveness (Neff & Pommier, 2013).
Developing self-compassion may  function as a remedy to self-
riticism (Beaumont, 2016) and is an adaptive way  of self-relating
hen experiencing feelings of inadequacy. Individuals who have
nrealistic standards (Ellis, 1962) and high expectations (Beck,
976) are prone to self-criticism. Developing self-compassion and
esponding to ‘the bully within’, through ‘being kinder to oneself’
n times of difﬁculty may  help student therapists on their jour-
ey to become successful practitioners. Beaumont, Irons, Rayner,
 Dagnall (2016) found that compassion focused therapy train-
ng was helpful in a sample (n = 28) of healthcare educators and
roviders (nurses, midwives, counsellors and psychotherapists),
hich suggests that CMT  may  also beneﬁt student therapists.
he researchers found a statistically signiﬁcant increase in levels
f self-compassion and statistically signiﬁcant reduction in self-
ritical judgement post training. The researchers concluded that
eveloping self-compassion and responding to the ‘inner self-critic’
ith compassion may  help change levels of compassion and self-
ritical judgement. These ﬁndings augment the results of Barnard
nd Curry (2011) who found that teaching compassion based
xperiential exercises instigated changes in levels of self-reported
ompassion.
Links between self-compassion, compassion for others, com-
assion fatigue and burnout have previously been explored by
eaumont et al. (2015), who utilised a quantitative survey to
easure relationships between self-compassion, compassion for
thers, compassion fatigue, well-being, and burnout in student
ounsellors and student cognitive behavioural psychotherapists
CBT) (n = 54). Findings support that participants who  report higher
elf-compassion and well-being report fewer symptoms of burnout
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and  compassion fatigue. In addition, self-judgement scores corre-
lated negatively with well-being and positively with compassion
fatigue and burnout. In response to these ﬁndings, this paper pro-
poses an intervention designed to cultivate compassionate care in
student therapists. Developing an intervention to cultivate self-
compassion could improve student’s ability to cope with distress
by reducing levels of self-criticism, self-blame, and self-attack
(Klimecki, Leibergh, Lamm, Singer, 2013).
Cultivating compassion involves responding to situations with-
out judgement, with a caring motivation and understanding.
Self-kindness, mindfulness, and common humanity are the three
components of self-compassion according to Neff (2003a).
1  Self-kindness is associated with a tolerance and understanding
of  the apparent negative characteristics of self.
2 Common humanity recognises that mistakes are an integral part
of  the human experience.
3 Mindfulness involves being in the moment, without judgement
when  suffering is experienced.
Gilbert (2009) proposes that compassion “aims to nurture, look
after, teach, guide, mentor, soothe, protect, offer feelings of accep-
tance and belonging − in order to help another person” (p. 193).
Higher levels of self-compassion have been linked to lower lev-
els of self-criticism and lower risk of experiencing symptoms of
anxiety and depression (Luyten et al., 2007; Neff et al., 2007;
Neff, 2003a). Self-compassionate people are better equipped to
face painful thoughts, without avoidance or exaggeration (Neff,
Hsieh, Dejitterat, 2005; Neely et al., 2009). One strategy for reducing
self-criticism is presented by Breines and Chen (2012) who found
that participants who  wrote about their experiences of providing
support to a friend following a negative event, demonstrated an
increase in self-compassion. In addition, participants who  recalled
events where they provided support to a stranger, reported higher
levels of self-compassion compared with participants who  did not.
Rationale
Some students who  embark on a counselling career are self-
critical, expressing thoughts akin to; ‘I am not good enough’, ‘other
people are better than me’, ‘what if I don’t meet my  targets and fail
in pursuit of my  dreams’, and/or ‘I have to be perfect and not ﬂawed’.
It is the job of educators to help student therapists reach their
potential, which involves helping them to respond to self-criticism
with kindness and self-compassion. Self-compassion may be the
remedy to self-criticism, is necessary for self-care and is a quality
needed for students entering the demanding world of therapeutic
work. Student therapists may  beneﬁt from using creative methods,
which aim to improve levels of compassion. This idea is echoed
by Orkibi (2012) who  suggests that self-care can be enhanced
through use of creative interventions, and that such strategies
may help students cultivate their professional identity. Therefore
considering a training programme which incorporates interven-
tions including compassionate letter writing, imagery techniques,
acting skills, and art could be of value, because it may  help stu-
dents cope with some of the difﬁculties experienced in training.
Other beneﬁts of cultivating compassion include boosting immune
system efﬁciency (Klimecki et al., 2013; Lutz, Brefczynski-Lewis,
Johnstone, Davidson, 2008) and improving psychological well-
being (Beaumont & Hollins Martin, 2015; Neff & Germer, 2012).
Acknowledging such advantages, justiﬁes the act of introducing
CMT into a training programme, with follow-up evaluation exam-
ining the effectiveness of increasing levels of compassion.
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ultivating a compassionate mind
Professor Paul Gilbert developed CFT and CMT  (Gilbert & Procter,
006; Gilbert, 2009) to help individuals suffering from low mood
nd high levels of shame and self-criticism, move towards healing.
FT describes the process and theory of the model, while CMT  is
ust one element of CFT. Gilbert’s (2009) CFT model incorporates
undamentals from evolution, attachment theory, neuroscience,
ocial and developmental theory. The CFT approach examines how
he development of afﬁliative emotions help regulate the threat-
rocessing and social motivational systems, for example, how we
ave evolved to help other people, to care for one’s family and to
earch for partners. The model is often referred to as the ‘three cir-
les model’ (see Gilbert, 2014) and proposes that humans possess
 emotion regulation systems:
The  threat and protection system
The  drive, resource seeking, and excitement system
The afﬁliative/soothing and safeness system
hreat  and protection system
The Threat Protection System (TPS) directs attention to situations
hat a person perceives as threatening. As a result the body is called
nto action and the individual will respond to the perceived threat
ith a variety of emotions, including, anger, anxiety and disgust. It
orks to generate ‘better safe than sorry’ scenarios (Gilbert, 2009).
or example, a student therapist may  perceive that they are an inad-
quate therapist and imagine themselves failing the course, which
n turn ignites the TPS.
rive  system
The  drive system developed to motivate animals to pay atten-
ion to particular resources, including, ﬁnding food and shelter
nd seeking sexual opportunities. It down-regulates negative emo-
ions from the TPS system, and is activated upon winning a
ompetition, passing an exam or gaining promotion (Depue &
orrone-Strupinsky, 2005). Experiencing positive emotions make
t likely that the person will repeat associated behaviours.
he content, soothing/afﬁliative system
The soothing/afﬁliative system is associated with physiological
esponses. For instance, physical calming, attachment, caring, and
nterpersonal connection (Depue & Morrone-Strupinsky, 2005). As
uch, the soothing/afﬁliative system is linked to affection, social con-
ection, kindness, and bonding and is thought to be linked to the
xperience of attachment and associated with the neuropeptide
xytocin. This system may  therefore play a role in helping afﬁlia-
ive emotions and feelings of safeness, connection, bonding, and
rust. Cultivating this system may  help student therapists to cope
ith the emotional demands of training, especially as this system
s thought to help regulate the threat and protection system.
When  faced with distressing events, being in receipt of compas-
ion creates feelings of security. Utilising exercises that activate the
oothing/afﬁliative system increases the partakers’ self-compassion
nd regulates their threat responses. This in turn enables the person
o feel safe and less distressed, with reduced associated negative
houghts helping them cultivate self-kindness and reduce self-
udgement (Neff & Vonk, 2009).
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Cultivating compassion for self, experiencing compassion
from  others and offering compassion to others
It has been reported that therapists who  provide compassion for
others in the absence of self-compassion can experience increased
stress in practice (Gilbert & Choden, 2013). This ampliﬁes the need
to teach student therapists skills of internal and external com-
passion via programmes designed to enhance and support the
development of these capacities. Such programmes are based on
supportive approaches that have proven valuable in helping clinical
populations (Beaumont, Galpin, Jenkins, 2012; Beaumont & Hollins
Martin, 2013, 2015; Gilbert & Proctor, 2005; Mayhew & Gilbert,
2006). Compassion ﬂows in 3 ways (Gilbert, 2014):
(1) Compassion ﬂowing out (compassion for others). That is, direct-
ing  compassion outward towards others.
(2)  Compassion ﬂowing in (compassion from others). That is, expe-
riencing  compassion from others, and receiving and accepting
it.
(3) Self-to-self compassion (self-compassion). That is, accepting,
nurturing, directing and developing compassion within our-
selves  and towards ourselves.
Clinical training programmes that incorporate CMT  may  have
potential to help student therapists regulate the emotions acti-
vated by the TPS and help students to balance academic, client,
placement, organisational, supervision, and personal demands (see
Fig. 1). In particular, CMT  uses a variety of breathing, postural
and imaginal interventions which help balance the three systems.
Recalling times when participants have experienced giving and
receiving compassion are also examined.
Cultivating compassion in student therapists
Key principles of CFT/CMT include motivating participants to,
• Care for themselves and their own well-being and the well-being
of  others
• Become more sensitive to personal needs and distress
• Extend warmth, non-judgement and understanding towards self
and others in times of suffering
Gilbert (2014) proposes two  psychologies of compassion. The
ﬁrst involves having awareness of suffering and an ability to tol-
erate and engage with it. The second is action focused and aims
to ﬁgure out what to do about suffering (Germer & Siegel, 2012;
Gilbert, 2014). During the process, individuals learn to: (1) direct
attention, (2) use imagery, and (3) act, reason, attend and respond
to sensations and emotions with compassion through a variety of
interventions (see Table 1).
Introducing student therapists to the core theoretical elements
of Gilbert’s (2009) model, involves delivering education about
the evolved nature of the human mind. This includes theoreti-
cal explanations of how and why  our ‘sense of self’ is shaped by
interaction between genetics and life experience. In addition, expe-
riential exercises which aim to cultivate compassion are taught in
a step-by-step programme. What is taught to student therapists is
captured in the 6-step study framework that follows:
Step 1: education regarding self-care• Students will be introduced to concepts and issues surround-
ing  occupational stress, empathic distress fatigue, compassion
fatigue/secondary traumatic stress and burnout. How symptoms
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Threa t System 
Acvated
Potenal
Intervenon
As a result, cognive, behavioural, 
emoonal and physical symptoms may 
be experienced including: Self-cricsim, 
shame, blame, guilt, anger, sadness, 
headaches, cynicism, depersonalisa on, 
exhauson, low energy, feeling 
underappreciated/overworked, numb, 
disillusioned, overwhelmed, reduced 
empathy, loss of meaning and hope, 
pre-occupaon with anothers  trauma,
concentraon problems, easily startled, 
irritability, diﬃculty sleeping, intrusive 
images, helplessness, irritability,  social 
withdrawal, diminshed sense of safety, 
addicve behaviour, excessive 
emoonal nu mbing, lack of self-care,  
leave job
Demands
Acade mic/
educaonal
Client work
Placement/
organisaonal
Personal/
supervision
Stress; empathic 
distress f ague ;
comp assio n 
fague; burnout
Healthcare 
praconer 
training
Gilbert’s (2009) Compassionate Mind 
Intervenons include: Mindfulness and 
focused aenon, soothing rhythm 
breathing, compassion focused 
imagery, creang a safe place, 
compassion as a ﬂow, developing the 
compassionate self and ideal 
compassionate other, using compassion 
to explore and relate to diﬀerent parts -
mul-self, using compassion to engage 
with self-cri cism, compassionate leer 
wri ng
Psycho-educaon regarding 
the warning signs of stre ss, 
fague and burnout.
Compassionate Mind Training
(Gilbert, 2009): Introducon 
to the theorecal elements of 
the model. Exploraon of how 
our sense of self is created 
through an interacon 
between our genes, social 
experiences and our  emoon 
regula on systems 
Profession al q uality of 
life; wellbeing;
resilien ce;
enhanc ed com passion
F tors (B
P
•
•
•
•
•
S
e
e
u
(
o
p
i
S
c
d
iig. 1. Compassionate Mind Training Model for Healthcare Practitioners and Educa
sychotherapy Journal.
can impact on a person’s ability to display compassion will be
explored.
The importanceof self-care and self-soothing in timesof suffering
will be discussed.
The forms and functions of self-criticism and how this impacts
upon relationships, supervision and placement experiences (e.g.,
exploring how internal and external stressors can ignite the TPS
and impact upon well-being) will be explored.
The relationships between self-compassion, compassion for oth-
ers, professional quality of life, compassion fatigue, burnout, and
well-being will be examined.
Students will be introduced to role-play scenarios that examine
how to bring compassion to, and listen to one’s own needs and
the needs of others.
Helpful and unhelpful coping strategies for managing stress-
ors (e.g., academic, client, placement, organisational, supervision,
and personal demands, burnout and trauma) will be explored.
tep 2: psycho-education about Gilbert’s (2009, 2014) key
lements of CFT/CMT
Student therapists will be introduced to the core theoretical
lements of Gilbert’s model and will explore how the emotion reg-
lation systems works (i.e., threat, drive, and soothing). Gilbert’s
2014) model proposes that we possess a ‘tricky brain’, with most
f the internal workings of thinking ‘not our fault’ (e.g., we are all
rone to rumination, self-criticism, and feelings of shame, which
mpact on well-being and compassion levels).
tep 3: formulation (Gilbert, 2014)In this step discussions regarding how early in life we create
oping strategies that enable us to self-soothe, drive forward, and
efend against threat will be explored. These early experiences
mpact upon student therapist’s views of self, and by doing so inﬂu-
190eaumont, 2016). Reprinted with kind permission from Healthcare Counselling and
ence self-to-self interaction. For example, students will reﬂect on
how they respond to themselves when they make a mistake (i.e.,
tone of voice employed). Time will be spent reﬂecting on how stu-
dents have previously responded to fears and problems and how
they would like their future self to respond to potential difﬁculties.
Step 4: compassionate capacities (Gilbert, 2009)
Breathing exercises and imagery techniques that create a sense
of safeness and calm will be introduced and practiced. Exercises
which can be helpful in times of stress such as ‘safe-place’ will be
explored by students.
Step 5: using behavioural exercises to build compassionate
capacities (Gilbert, 2009)
Incorporating exercises that foster wisdom and courage to
counter situations, and assertiveness to challenge unhelpful
behaviours (e.g., work evasion with particular clients, inhibiting
challenging discussion during supervision for fear of error or being
judged) will be incorporated into training. Creative interventions
such as, compassionate letter writing, art, acting techniques and
imagery will be used to portray self-compassion. This in turn may
help student therapists reﬂect on their own needs in the ‘here and
now’, understand their self-critical self and develop anunderstand-
ing of their own suffering.
Step 6: engaging with difﬁculties using a compassionate mind-set
(Gilbert, 2009)Organisational demands, placement struggles, academic and
personal demands and self-criticism all impact upon levels of self-
compassion. Utilising exercises aimed at listening to the sad-self,
angry-self, critical-self, and offering non-judgement and compas-
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Table 1
The key attributes of compassion, skills of compassion and interventions designed to increase levels of compassion (Gilbert, 2009).
Gilbert’s (2009) ﬁrst psychology of compassion (Compassionate Attributes)
Care for well-being: Caring for oneself and other people with a desire and a caring motivation to notice and turn toward suffering with a wish to alleviate
distress and stimulate well-being.
Sensitivity to distress: Developing self-awareness and being attentive to one’s own suffering (through physical and emotional clues) and other people’s distress.
Sympathy: Acknowledging and feeling emotionaly moved by past and present experiences of suffering and distress.
Distress tolerance: Turning toward suffering and learning to tolerate difﬁcult emotions with an open hearted acceptance and kindness.
Empathy: A desire to learn, understand and discover the reasons we and other people behave, think and feel in situations and environments (e.g., thinking
about why we are self-critical and when we ﬁrst noticed self-criticism).
Non-judgement: Individuals are taught techniques that aim to help them learn to notice and let go of self-attacking and self-criticism without judgement.
Gilbert’s (2009) second psychology of compassion (Compassionate Skills)
Attention: Linked to mindfulness, focusing on the present moment without judgement or criticism.
Reasoning: Training the mind to think and reason in helpful ways (focusing on a balanced perspective, for example, asking oneself ‘how can I think in a way
that will help me in this situation’).
Behaviour: Behaving in ways that help individuals move through suffering, toward their life goals. This can be difﬁcult and requires courage because it may
involve facing fears or refraining from using unhelpful safety behaviours.
Sensory: Learning to stimulate the affect regulation system by using breathing practices, vocal tones and body postures.
Feeling: Noticing and responding to emotions using compassion.
Imagery: Using imagery exercises that aim to stimulate the soothing afﬁliative system.
Gilbert’s (2009) Compassionate Mind Training(Interventions Include)
Mindfulness and focused attention: Learning to notice that our attention can be directed by us.
Soothing rhythm breathing (SRB): Exploration of breathing methods that have been found to be connected with heart rate variability, positive health outcomes
and frontal cortex activity (Gilbert, 2014). SRB can help to regulate the threat system.
Creating a safe place: Creating a place in the mind that provides afﬁliative feelings.
Compassion focused imagery: Using imagery exercises to stimulate the soothing systems and manage distress. When anxious or worried, individuals may
imagine negative, critical or scary images that tend to add to distress.
Compassion as a ﬂow: Exercises designed to increase levels of compassion for self and others would be introduced.
Developing the compassionate self: Using acting skills and imagery techniques to create and develop a compassionate ideal self which, may be used to cultivate
compassion for others and self.
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(Developing our ideal compassionate other: Using imagery techniques to create an i
Our different parts: Exploration of the different emotional parts (e.g. angry, anxiou
Engaging with self-criticism using the compassion self: The compassionate self will
ion to the different selves could help students understand their
wn needs.
ata collection
Compassionate Mind Training will be incorporated into a psy-
hotherapy training programme and its effectiveness will be
easured by collecting qualitative and quantitative data. Quali-
ative data will be collected via a focus group and through the
se of creative methods. For example, students will create (using
ompassionate letter writing, imagery, art, acting and music) their
ompassionate self and self-critic before and after training. These
ethods have the potential to help student therapists reﬂect on
heir personal development whilst at the same time nurturing
ompassion. Quantitative data will be collected using the Self-
ompassion Scale (Neff, 2003b), the Compassion For Others Scale
Pommier, 2011), Professional Quality of Life Scale (Stamm, 2009),
he Interpersonal Reactivity Index (Davis, 1980) and the Forms
nd Functions of self-criticising/attacking and self-reassuring Scale
Gilbert et al., 2004).
earning objectives
On completion of the 6-step study framework, student therapists
ill be able to:
1) Critically explain how empathic distress fatigue, compas-
sion fatigue, burnout, self-critical judgement, the super-
visee/supervisor relationship, clinical training, and organisa-
tional pressures impact on self, colleagues, relationships and
clients.2) Demonstrate understanding of how the compassionate mind
model works.
3) Consider how cultivating compassion can help diminish self-
critical dialogue.
191of an ideal compassionate other (an image that offers compassion).
critical). Using a compassionate mind to relate to our different parts.
compassionate behaviour, thoughts and feelings to the critical self.
(4) Discuss the 3 ﬂows of compassion.
(5) Explain how emotions, such as shame and self-critical thinking,
impact upon well-being.
(6) Consider how creative interventions could be used within clin-
ical settings to help clients develop self-compassion and reduce
self-criticism.
It is recommended that post-delivery of a well prepared teach-
ing plan, that the lecturing team evaluates delivery and measures
pre and post changes.
Conclusion
Given that CFT/CMT has proven effective in clinical populations
for treating individuals who are self-critical and report feelings of
shame (Beaumont & Hollins Martin, 2013, 2015; Gilbert & Irons,
2004; Gilbert & Procter, 2006; Harman & Lee, 2010; Mayhew &
Gilbert, 2008), teaching the method to student therapists could
develop their ability to ‘be kinder to self’ in times of stress. Addi-
tionally, it could help students to build resilience and help students
face a variety of idiosyncratic demands (e.g., academic, client,
placement, organisational, supervision and personal demands).
Providing compassionate care is considered vital for clients, and
also plays a signiﬁcant role in the therapists’ self-care (Raab,
2014). This evidence makes the idea of cultivating compassion
within student therapists important, because those capable of self-
compassionmay be better equipped to demonstrate compassion to
clients (Beaumont et al., 2015;Heffernan, QuinnGrifﬁn,McNulty, &
Fitzpatrick, 2010). Educators are the gatekeepers of the profession
and have ﬁrst-hand knowledge of the stressors faced by students
entering theworld of clinical care. It is therefore essential that these
issues are examined and meaningful solutions searched for. Creat-
ing compassionate environments may provide a ‘secure base’ for
studentswhich long-termcould improve thequalityof care student
therapists give to both themselves and others.
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Heightening levels of compassion 
towards self and others through use 
of compassionate mind training 
Sustaining compassion across long periods of time is an essential part of a midwife’s role, with stress experienced from continual 
exposure to traumatic events potentially resulting 
in emotional fallout. As a consequence, midwives 
may experience symptoms of empathic distress 
fatigue (Klimecki and Singer, 2012), compassion 
fatigue (Sabo, 2006), secondary trauma 
(Leinweber and Rowe, 2010), and burnout—
all of which can have an impact on the level of 
compassion the individual is able to show towards 
him/herself and others (Figley, 1995, 2002). 
Introducing student midwives to interventions 
that aim to promote self-compassion is, therefore, 
vital; this may furnish them with some of the 
coping strategies needed to manage emotional 
distress. The aim of this article is to explore 
an intervention designed to increase student 
midwives’ levels of compassion for themselves 
and reduce levels of self-criticism.
Empathic distress fatigue is the consequence 
of emotional, psychological, physical, spiritual 
and occupational exhaustion, and according to 
Klimecki and Singer (2012) it is the cause of 
burnout and compassion fatigue. Compassion 
fatigue was a term first coined by Joinson (1992) 
and is a form of burnout that can have a negative 
effect on health professionals who bear witness 
to suffering. Klimecki and Singer (2012) suggest 
that compassion fatigue is a result of placing the 
needs of other people above one’s own and can 
lead to emotional, physical and psychological 
damage. Compassion fatigue may be prevented by 
using exercises that activate the neural pathways 
associated with compassion, empathic concern, 
positive feelings and altruistic behaviour (Klimecki 
and Singer, 2012). 
Richards (2013) argues that health professions 
should expect clinicians to nurture their own 
wellbeing; therefore, examining interventions 
that aim to promote self-care and cultivate self-
compassion warrants consideration. Compassion 
can be defined as a quality that ‘aims to nurture, 
look after, teach, guide, mentor, soothe, protect, 
offer feelings of acceptance and belonging’ (Gilbert, 
2005: 127). These factors are important because 
work-related stress has been shown to have an 
impact on health professionals’ concentration 
levels and ability to communicate effectively 
(Raab, 2014). This article explores an intervention 
that could potentially equip midwifery students 
with the psychological tools required to cope with 
organisational, personal, academic and placement 
Abstract
Background: A continued absence of strategies that promote self-care 
puts midwives at risk of experiencing symptoms of stress, empathic 
distress fatigue, burnout, and compassion fatigue, all of which can 
affect midwives’ performance and the level of compassion they show 
to others. 
Aims: The objective of this paper is to outline a possible education 
strategy for student midwives that has the potential to affect the level 
of compassion that the individual can show both to him/herself and 
others in times of suffering. 
Suggested approach: Compassionate mind training (CMT) has been 
found to be beneficial in clinical populations with individuals who 
report symptoms of primary trauma, low levels of self-compassion, 
and who are self-critical. Student midwives bear witness to the 
traumas of others, so it is important to consider an intervention to help 
student midwives who may experience symptoms of secondary trauma, 
self-criticism, or low levels of self-compassion while in training. 
Conclusion: Incorporating CMT into undergraduate midwifery degree 
programmes may help student midwives become sensitive to their 
own suffering, and could potentially help them cope with emotional 
demands, placement anxieties and organisational pressures. 
Keywords: Compassion, Training, Self-care, Stress, Burnout
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demands. Compassionate mind training (CMT) 
may enhance levels of compassion, reduce self-
criticism, and help prepare student midwives to 
face the challenges of academic and organisational 
pressures, traumatic childbirth (Leinweber and 
Rowe, 2010; Mollart et al, 2013; Sheen et al, 2014) 
and stillbirth (Hollins Martin and Forrest, 2013; 
Hollins Martin et al, 2013; 2014).
Background
A literature review was conducted (Box 1) to 
examine what research has already addressed 
in relation to self-compassion, compassion for 
others, empathic distress fatigue, compassion 
fatigue, and burnout in the health professions. 
From the body of literature it was identified 
that patient dissatisfaction (Vahey et al, 2004), 
insufficient training, shortage of personnel 
and lack of support from colleagues are all 
linked to staff burnout (Shanafelt et al, 2002). 
Continued absence of self-care strategies can 
put midwives at risk of burnout (Miller et al, 
1988) and compassion fatigue (Figley, 2002), 
and can create a tendency to be more self-
judgemental (Beaumont et al, 2016a). Van Mol 
et al (2015) conducted a systematic review to 
examine the literature connected to emotional 
suffering among health-care practitioners. 
The authors concluded that the true scale of 
emotional distress among practitioners was 
uncertain, with prevalence rates ranging from 
7.3–40% for compassion fatigue and 0–70% for 
burnout. In response, they suggest that policy 
makers introduce practitioners to interventions 
that help prevent the negative consequences of 
emotional distress. This sentiment is echoed by 
Raab (2014), who conducted a literature review 
which concluded that further research focusing 
on cultivating self-compassion among health-
care practitioners is warranted. Enhancing levels 
of self-compassion may have the potential to 
reduce stress-related symptoms and improve 
levels of compassion in student midwives.
Links between self-compassion, compassion 
for others, wellbeing, compassion fatigue and 
burnout have already been explored by Beaumont 
et al (2016a). In a quantitative survey, Beaumont 
et al (2016a) examined the relationships between 
wellbeing, self-compassion, compassion for 
others, compassion fatigue and burnout in 
student midwives (n = 103). The authors found 
that just over 50% of the sample reported scores 
that were above average for burnout. In addition, 
participants who reported higher levels of 
self-judgement also reported lower levels of self-
compassion and compassion for others, and an 
increase in symptoms associated with burnout 
and compassion fatigue. The authors concluded 
that students wanting a career in midwifery 
may benefit from learning to be ‘kinder to self ’ 
when faced with challenging circumstances. 
To augment these findings, studies by Mollart 
et al (2013) found that 60% of midwives (n = 56) 
reported symptoms of emotional exhaustion that 
were categorised as moderate to high. Yoshida 
and Sandall (2013) also found that 50% of 
practising midwives reported symptoms of 
burnout. In response to these findings, this 
article will examine the possible benefits of 
incorporating CMT into undergraduate midwifery 
education programmes.
Organisational demands
The Nursing and Midwifery Council (NMC, 
2015) recognises the importance of working in 
environments that foster compassionate care. 
Maben et al (2010) reported that some nurses 
felt disillusioned with their role, and experienced 
feelings of frustration and symptoms of burnout, 
within just 2 years of commencing their career. 
This highlights the relevance of considering 
an intervention that develops compassion. 
The working environment can affect all health 
professionals, with newly qualified staff sometimes 
facing organisational obstacles that have a negative 
impact on their performance (Bjerknes and Bjørk, 
2012). Compassion inhibitors in the working 
environment include stress and workplace threats 
that compel individuals to focus on self-defence 
mechanisms, which can lead to judgement errors 
and, ultimately, compassion fatigue (Figley, 1995, 
2002; Crawford et al, 2014). To compound such 
situations, bureaucratic organisations and staff 
shortages inhibit the capacity of staff to function 
compassionately (Brown et al, 2014). 
Research has also been conducted to examine 
the stressors experienced by staff during the 
processes of delivering bereavement care. Peer 
support has been found to be one variable that 
Box 1. Literature review
Brettle and Grant’s (2004) search strategy 
guidelines were followed. Keywords—
including ‘compassion’, ‘stress’, 
‘compassion fatigue’, ‘burnout’, ‘midwifery 
education’ and ‘self-compassion’—were 
entered into Medline (R), PsychINFO, 
PsycARTICLES Full Text and CINAHL. 
Inclusion criteria used to capture relevant 
studies were papers published from 
1995–2016 and written in English. 
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compassion has been shown to include a healthier 
reaction to stress (Leary et al, 2007). These factors 
together provide a rationale for creating a more 
compassionate environment for student midwives 
on their undergraduate training programmes. 
Creating and cultivating environments that 
foster compassion could help student midwives 
cope with placement and educational demands 
(Beaumont, 2016). Wiklund Gustin and Wagner 
(2013) found that nurse lecturers who cultivated 
self-compassion presented with improved 
compassion for others. This makes the idea of 
developing self-compassion in student midwives a 
promising solution for stress reduction, and it also 
has the potential to increase the effectiveness of 
maternity care provision.
Benefits of self-compassion
Increasing self-compassion and reducing self-
criticism may work towards protecting student 
midwives from a variety of stress-related illnesses, 
including empathic distress fatigue, burnout 
and compassion fatigue. Klimecki et al (2013) 
demonstrated that compassion training led to 
a significant improvement in positive emotions 
when faced with the suffering of others. It has 
been found that individuals who report high 
self-compassion scores experience improved 
relationships and report lower levels of 
self-criticism (Neff and Beretvas, 2013), and self-
compassion has been shown to include a healthier 
reaction to stress (Leary et al, 2007). Developing 
an intervention that cultivates compassion could, 
therefore, improve students’ ability to cope with 
distress through reducing levels of self-critical 
judgement and self-attack.
The act of self-compassion includes reacting 
to self-suffering with a non-judgemental attitude, 
kindness and understanding (Neff, 2003). Neff 
(2003) proposes that there are three elements of 
self-compassion: 
 Developing an 
intervention that cultivates 
compassion could 
improve students’ ability 
to cope with distress 
through reducing levels 
of self-critical judgement 
and self-attack ’
‘affects the midwife’s experience of delivering bereavement care (Kirkham, 1999; Mander, 2006). Stress may initially manifest itself in the form of an increase in sickness absence, or through a 
rise in errors in the workplace. Educators, peers 
and team leaders must be vigilant to recognise 
when a student midwife is not coping well with a 
bereavement situation or an adverse event. Causes 
of stress or stressors fall into two categories: 
external and internal.
External stressors
External stressors consist of physical stimuli in 
the person’s environment, such as uncomfortable 
hot or cold temperatures. Alternatively, external 
stimuli may include an abusive colleague, or being 
given too much work to cope with during a given 
time period.
Internal stressors
Internal stressors consist of stimuli within the 
person’s body, such as infection, inflammation, 
lack of sleep, hunger or thirst. Alternatively, 
internal stimuli may be psychological in origin, 
e.g. experiencing worrying thoughts, nightmares
or anxiety. The working environment is capable
of producing both acute and chronic stressors.
Other causes of stress and trauma at work include
(Hollins Martin and Forrest, 2013; Hollins Martin
et al, 2016):
 l Bullying or harassment, by anyone, not
necessarily one’s manager
 l Feeling powerless and uninvolved in 
determining one’s own responsibilities
 l Continuous unreasonable performance 
demands
 l Lack of effective communication and conflict 
resolution
 l Lack of job security
 l Long working hours
 l Excessive time away from home and family
 l Office politics and conflict among staff
 l A feeling that one’s reward is not commensurate 
with one’s responsibility.
When a professional recognises signs of stress 
and trauma in him/herself or a staff member, 
it is that individual’s duty to do something 
about it. Maternity unit managers, lecturers 
and supervisors should take responsibility for 
continuing to provide support to colleagues while 
they gain experience in all areas of practice. 
Midwifery educators should consider the variety 
of acute stress responses that may lead to 
symptoms of trauma, and offer interventions 
to student midwives to support them with such 
challenges (Davies and Coldridge, 2015). Self-
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 l Self-kindness, which is linked with patience and 
an understanding of oneself 
 l Common humanity, which recognises that all 
human beings make mistakes
 l Mindfulness, which aims to take a 
non-judgemental view when a person 
experiences negative emotions. 
Compassionate mind training and 
compassion-focused therapy
CMT and compassion-focused therapy (CFT) were 
developed by Professor Paul Gilbert to help clinical 
populations who experienced high levels of self-
criticism and shame reduce negative emotional 
responses. CFT describes the process and theory 
of Gilbert’s (2009) model, whereas CMT refers 
to the specific interventions used to trigger the 
affiliative self-soothing system. The model offers 
an evolutionary and neuroscientific approach that 
explores how the evolution of affiliative emotions 
regulate threat-processing and motivational 
systems (e.g. to help others, improve status, care 
for family, or seek out partners).
Compassion as a flow
A continuous and external flow of compassion, 
in the absence of self-compassion, can lead to 
burnout (Gilbert and Choden, 2013). Compassion 
is classified as flowing in three ways (Gilbert, 
2014): 
 l Compassion for others (compassion flowing 
out), which involves learning to experience 
compassion in self, and direct compassion 
outward towards other people
 l Compassion from others (compassion flowing 
in), which includes experiencing and accepting 
compassion from other people
 l Self-compassion, which embraces cultivating 
and developing compassion within ourselves, 
and directing compassion to the many different 
parts of oneself. 
Exercises that assist internal and external 
compassion have shown to be beneficial in 
clinical populations (Gilbert and Procter, 2006; 
Mayhew and Gilbert, 2008; Beaumont et al, 
2012; Beaumont and Hollins Martin 2013, 2015) 
and, as such, could assemble part of a strategy 
that attempts to improve compassionate care in 
student midwives.
Rationale for developing CMT  
for student midwives 
Placement stressors, trauma, academic demands, 
staff absences and organisational issues can all 
take their toll on midwifery students (Chang et 
al, 2005; McNeely, 2005; Sheen et al, 2014). In 
place of blaming individuals for their lack of 
compas sionate care, we could instead offer inter-
ventions which are designed to develop greater 
compassion. Such activities are devised to help 
build emotional resilience through an individual 
feeling ‘cared for’ within an organisation. 
Cultivating self-compassion could help student 
midwives deal with distress and trauma in the 
workplace, with CMT using a variety of breathing, 
postural, and imaginal interventions. During the 
process, acting techniques (experiencing what it 
would be like to be a compassionate self ), and 
recall of experiences of giving and receiving 
compassion are also examined. 
CMT implementation strategy 
for student midwives
Given that CMT has been found useful for 
helping people experiencing primary trauma, a 
CMT teaching programme has been designed to 
explore whether it can help student midwives 
(who bear witness to the trauma of others) develop 
self-compassion, build resilience and reduce self-
criticism. The teaching programme devised aims 
to help student midwives cope with organisational, 
placement, personal, and academic demands 
through cultivating compassion (Figure 1). 
Data collection and ethical considerations
Data will be collected pre- and post-CMT and its 
effectiveness will be measured using qualitative 
and quantitative methods. Qualitative data will 
be collected via a focus group and quantitative 
data collected using the Self-Compassion Scale 
(Neff, 2003), Professional Quality of Life Scale 
(Stamm, 2009), Short Warwick–Edinburgh 
Mental Well-being Scale (Tennant et al, 2007) 
and the Compassion For Others Scale (Pommier, 
2011). Ethical approval will be sought from the 
university ethics committee before the sessions 
are incorporated into the student midwifery 
curriculum.
Implementation
Table 1 offers an implementation strategy 
outlining the interventions that will be added to 
each year of the midwifery curriculum. Students 
will be offered additional support, practice and 
reflection sessions which they can choose to 
attend if they wish.
Student midwives will initially be introduced to 
the core theoretical elements of Gilbert’s (2009) 
model. This approach will include exploration of 
the evolved nature of the human mind, how sense 
of self is created through an interaction between 
genetics and social experience, and how shame 
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and self-criticism can have an impact on levels of 
compassion. A variety of experiential exercises to 
cultivate distinctive aspects of compassion will be 
utilised, that follow a series of defined steps.
Step 1: Psycho-education: key elements 
of CFT
Students will be introduced to the theoretical 
components of the compassionate mind model, 
alongside a critical exploration of how a ‘sense of 
self ’ is created, through: 
 l An interaction between one’s genes and social 
experiences
 l Emotion regulation systems (threat, drive, 
soothing)
 l The nature, origins, and functions of shame and 
self-critical judgement
 l Considering the ‘tricky brain’ and how ‘much 
of what goes on in the mind is “not our fault”’ 
(Gilbert, 2014: 30) because we are genetically 
programmed for survival. Gilbert (2014) 
proposes that the brain has the capacity to 
be intelligent, yet is essentially flawed and 
vulnerable to a variety of problems that may 
have an impact on wellbeing (e.g. fear, arousal, 
rumination, self-criticism and shame).
The model proposes that humans have three 
systems that regulate emotion (Figure 2):
 l Threat and protection system (TPS)
 l Drive, resource-seeking, incentive-focused and 
excitement system
 l Affiliative/soothing and safeness system.
Threat and protection system
The TPS alerts and directs attention to aspects 
that an individual perceives as threatening, 
and prompts the body into action. The TPS 
creates ‘better safe than sorry’ scenarios that 
focus on the negative. For example, the person 
imagines in their mind ‘worst case’ scenarios and 
their catastrophic consequences. Self-critical or 
shame-prone individuals are sensitised towards 
Figure 1. Compassionate mind training model for health care practitioners and educators (Beaumont, 2016). Adapted with kind permission 
from Healthcare Counselling and Psychotherapy Journal
Health-care 
practitioner 
training
Demands
Academic/
educational
Patient work
Placement/
organisational
Personal
Stress; empathic 
distress fatigue; 
compassion 
fatigue; burnout
Professional 
quality of life; 
wellbeing;
resilience;
enhanced 
compassion
As a result, cognitive, behavioural, 
emotional and physical symptoms 
may be experienced including:  
self-criticism, shame, blame, guilt, 
anger, sadness, headaches, cynicism, 
depersonalisation, exhaustion, low 
energy, feeling underappreciated/
overworked, numb, disillusioned, 
overwhelmed, reduced empathy, loss 
of meaning and hope, preoccupation 
with another’s trauma, concentration 
problems, easily startled, irritability, 
difficulty sleeping, intrusive images, 
helplessness, irritability, social 
withdrawal, diminished sense of 
safety, addictive behaviour, excessive 
emotional numbing, lack of self-care, 
leave job
Gilbert’s (2009) compassionate mind 
interventions include:  
mindfulness and focused attention, 
soothing rhythm breathing, 
compassion-focused imagery, creating 
a safe place, compassion as a flow, 
developing the compassionate self and 
ideal compassionate other, using 
compassion to explore and relate to 
different parts—multi-self, using 
compassion to engage with self-
criticism, compassionate letter writing
Psycho-education regarding the 
warning signs of stress, fatigue 
and burnout.  
Compassionate Mind Training 
(Gilbert, 2009): introduction to the 
theoretical elements of the model. 
Exploration of how our sense of 
self is created through an 
interaction between our genes, 
social experiences and our 
emotion regulation systems
Threat 
system 
activated
Potential
intervention
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having a dominating threat system (Gilbert, 
2009); for example, a midwife engaged in an 
unexplained stillbirth who blames him/herself 
for the unfortunate outcome. In turn, this could 
cause stress to the extent that the midwife 
imagines being publically shamed and struck off 
the register. 
Drive system
The drive system is linked to doing, wanting, 
achieving, avoiding rejection, and consuming 
activities (Depue and Morrone-Strupinsky, 2005). 
It evolved to motivate animals to find food and 
shelter, and seek out sexual partners. The drive 
system down-regulates negative emotions from 
the threat system. That is, when a person engages 
their drive system (e.g. to win a competition, 
pass an exam, or gain an award), they experience 
positive emotions (e.g. excitement, joy, elation) 
that act as reinforcers for repeating behaviour. 
The content, soothing/affiliative system
The soothing/affiliative system is associated 
with a number of physiological responses, such 
Table 1. Compassionate mind training (CMT) implementation strategy
Session number Outline of the additions to the curriculum
1. Psycho-education: Key elements of CMT
(Introduced in year 1 of the curriculum)
• A variety of definitions of compassion will be explored
• Students will be introduced to the core theoretical elements of the
CMT model
• Students will be introduced to the three-circles model (threat,
drive and soothing)
• Discussion regarding ‘our tricky brain’ e.g. we are all prone to
rumination and self-criticism
• Students will be introduced to the two psychologies of compassion
2. Psycho-education and developing the
compassionate self
(Introduced in year 1 of the curriculum)
• Discussions regarding self-care and the symptoms associated with
stress/burnout/empathic distress fatigue/compassion fatigue
• Students will be introduced to exercises that aim to develop the
compassionate self by recalling memories of times when they have
offered compassion to others and received compassion from others
3. Formulation: Understanding yourself
(Introduced in year 2 of the curriculum)
• Discussions regarding how our life history and early experiences
shape who we are
• Students will reflect on the potential strategies that they have used
to project themselves as a result of their life experiences
• Exploration regarding the qualities of compassion and an
introduction to the fears, barriers and blocks to compassion
4. Cultivating and building compassionate capacities
(Introduced in year 2 of the curriculum)
• Students will be introduced to mindfulness and focused attention
• Students will be introduced to soothing rhythm breathing and safe
place exercises
• Imagery exercises will be used to stimulate the self-soothing
system
• Students will create an ideal compassionate self and
compassionate other
• Students will be introduced to exercises which demonstrate
the three flows of compassion
5. Building compassionate capacity using behavioural
practices
(Introduced in year 3 of the curriculum)
• Discussions regarding how we can direct compassion to our ‘inner
critic’ with a focus on behaviour change and internal dialogue
• Students will be introduced to the concept of method acting—
‘experiencing their best compassionate self’
• Students will practise compassionate assertiveness using role-play
scenarios
• Experiencing acts of kindness—both for self and others
6.Using the compassionate mind to engage
with difficulties
(Introduced in year 3 of the curriculum)
• Students will be introduced to interventions (e.g. chair work) which
engage the angry-self, sad-self and anxious-self
•Students will examine and discuss ways of coping with potential
setbacks
Based on model by Gilbert, 2009; 2014
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as physical calming, attachment, caring and 
interpersonal connection (Depue and Morrone-
Strupinsky, 2005). The soothing/affiliative system 
is associated with social connection, affection and 
kindness, and is responsible for reducing threat 
responses to feared stimuli and for activating 
feelings of safety, bonding and trust. In distressing 
events, being in receipt of compassion generates 
security within the group. Hence, activities that 
engage the soothing/affiliative system increase 
self-compassion and feelings of safeness, and help 
to regulate the affect-regulation system in response 
to threat (e.g. self-criticism). 
In a nutshell, the aim of CMT is to balance 
the three systems, build the soothing/affiliative 
system, and understand how the three systems 
affect one another. Cultivating a compassionate 
mind involves being prepared to change, having 
wisdom about how to take effective action (Gilbert, 
2014), and having a caring motivation to develop 
a variety of key attributes and skills linked to 
compassion. Gilbert (2009) refers to the first 
psychology of compassion, which involves:
 l An awareness and noticing of suffering
 l Turning towards suffering
 l Having an ability to tolerate and engage with 
distress, as opposed to avoiding, denying or 
dissociating from suffering. 
The second psychology of compassion includes 
acknowledging, knowing, and finding out what to 
do when suffering is experienced (Gilbert, 2014). 
The two psychologies of compassion are action-
focused and include a desire to acquire skills that 
attempt to alleviate suffering. For example, skills 
training involves the person learning to direct 
attention, behave, reason, and respond to feelings 
and sensations with compassion (Table 2). 
Step 2: Compassion in midwifery
The education provided in step 1 will be 
strengthened by discussions regarding 
symptoms of empathic distress fatigue, 
compassion fatigue, (secondary/vicarious 
trauma), burnout, and occupational stress—all 
of which can have an impact on the performance 
of midwifery staff. Discussions will include 
examination of how trauma experiences in the 
workplace (e.g. traumatic childbirth, stillbirth, 
lack of support) have an impact on staff 
well being. Students’ beliefs surrounding com pas-
sionate thinking and compassionate behaviour 
(e.g. what constitutes self-compassion vs self-
critical behaviour and thinking) will be explored, 
and a critical appraisal of helpful and unhelpful 
behaviours in the workplace examined. Students 
will discuss stress-coping strategies and role-play 
exercises will be used to help equip students with 
the necessary tools to face workplace stressors. 
Students will recall memories of giving and 
receiving compassion.
Step 3: Formulation
The reflections in step 2 will be reinforced through 
learning about early life experiences and how 
to create coping strategies to self-soothe, drive 
forward, and defend against threat. Self-awareness 
will be bolstered through exploring interactions 
students have with their own ‘self ’; for example, 
what tone of voice is used when a mistake is 
made, what fears are learnt in childhood, and 
what helpful and unhelpful strategies are used to 
regulate emotions and interactions with others. 
Fears, blocks and barriers to compassion will be 
examined. 
Step 4: Cultivating and building 
compassionate capacities
Participants will be introduced to a variety of 
interventions, such as breathing and imagery 
techniques that create safeness and calm. Exercises 
designed to help student midwives experience 
‘compassion as a flow’ will be introduced. In 
addition, mindfulness and focused attention 
will be taught, to direct attention towards being 
in the present moment without judgement or 
criticism. Breathing exercises—including soothing 
Figure 2. Three types of affect regulation system. Adapted from Gilbert (2009) with 
kind permission from Constable Robinson
Drive, excite, vitality Content, safe, connected
Anger, anxiety, disgust, fear
Incentive/
resource-focused
Wanting, pursuing, 
achieving, consuming
Activating
Non-wanting/
affiliative-focused
Safeness, kindness
Soothing
Threat-focused
Protection and  
safety seeking
Activating/inhibiting
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rhythm breathing (SRB), which moderates heart 
rate variability and is linked to positive health 
outcomes—will be incorporated into training. 
SRB engages the soothing-affiliative system 
and produces feelings of calm. Creating a safe 
place using guided imagery interventions will 
help student midwives create a sense of safety 
and calm. In addition, compassion-focused 
imagery exercises will be taught, which stimulate 
the soothing system. Participants will create in 
their mind, or through art, an image of their 
ideal compassionate other. The image created 
requires that the person uses a compassionate, 
non-judgmental approach (Gilbert, 2009; 2014). 
Step 5: Building compassionate capacity 
using behavioural practices
The compassionate qualities cultivated in step 4 
will be used to challenge unhelpful behaviours 
and self-critical thoughts; for example, a student 
midwife criticising his/her ability to cope when 
a childbearing woman experiences an adversity, 
such as an infant abnormality.
The skills acquired in these steps will be used 
to explore helpful alternative assertive behaviours. 
Student midwives will also be introduced to 
creative ways of developing self-compassion, 
through use of acting and art to depict the ‘bully 
within’ and the ‘compassionate self ’.
Step 6: Using the compassionate mind 
to engage with difficulties 
Participants will use their compassionate mind 
to engage with self-criticism, organisational 
pressures, and trauma memories. Discussions 
about sad, angry or anxious parts, which respond 
simultaneously in a situation, will take place—for 
example, a student midwife may simul taneously 
experience sadness about leaving university, 
anxiety about commencing a new role, and joy at 
successfully completing the course. In contrast, 
participants will also explore how to engage with 
compassion to help self-criticism, which involves 
employing the compassionate part of self and 
directing compassionate attributes (such as 
empathy, distress tolerance and non-judgement) 
to self-critical parts.
Conclusion
While many students face similar challenges, 
student midwives face a set of distinctive 
emotional challenges that can test their 
confidence, knowledge and capacity. Student 
midwives work with women and families who, at 
times, experience high levels of distress. Being 
part of these traumatic experiences, if not well 
managed, can propagate emotional fallout. In 
this instance, we are talking about experiencing 
symptomology of secondary traumatic stress and 
Table 2. The key attributes and skills of compassion 
First psychology of compassion (compassionate attributes) Second psychology of compassion (compassionate skills)
Care for wellbeing: Developing a caring motivation to notice 
and turn toward suffering with a wish to alleviate distress
Attention: Learning how to notice that our attention can be 
directed by us (what we focus on expands). This is linked to 
mindfulness, being in the present moment without judging 
or criticising
Sensitivity to distress: Learning to recognise and be 
attentive to one’s own and other people’s distress
Reasoning: Learning to reason in ways that are helpful 
(exploration of cognitive processes with a focus on ‘what will 
be genuinely helpful right now’)
Sympathy: The ability to be emotionally moved by feelings 
of distress rather than feeling dissociated from it 
Behaviour: Behaving in ways that are helpful (facing fears, 
reducing safety behaviours, acts of gratitude, compassionate 
letter writing, doing helpful things for self or others)
Distress tolerance: Using the compassionate mind to 
tolerate difficult emotions by moving toward suffering rather 
than avoiding suffering
Sensory: Using breathing practices, vocal tones, facial and 
body postures to generate physical states, which are 
conducive to affect regulation and compassion
Empathy: Seeing the world through the eyes of another and 
understanding our own emotions, which can involve taking 
the perspective of our different parts (angry self, sad self, 
compassionate self, critical self)
Feeling: Learning to pay attention to, and compassionately 
respond to, the different emotions we feel
Non-judgement: The process involves acceptance and 
non-judgement. Individuals are taught techniques that aim 
to help them become more aware of and let go of 
self-attacking and self-criticism
Imagery: Using imagery and meditation exercises to 
stimulate the soothing systems
From: Gilbert, 2009
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burnout. Given the evidence that health-care 
educators’ levels of self-compassion improved, 
and self-critical judgement reduced, post-CMT 
training (Beaumont et al, 2016b), and because 
CMT has proven effective in treating symptoms 
of trauma in clinical populations (Beaumont et 
al, 2012; Beaumont and Hollins Martin, 2013; 
2015), it has shown potential to benefit midwives 
who bear witness to trauma. As such, the authors 
recommend that CMT be incorporated into a 
midwifery undergraduate degree programme, 
and its effectiveness measured. In the current 
climate, it is timely and appropriate for midwifery 
educators to explore concepts of compassion in 
greater depth. BJM
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Abstract 
 
Purpose: This study examines pre and post outcome measures following a course of 
Compassionate Mind Training (CMT). Participants were students enrolled on a Post 
Graduate Diploma in Cognitive Behavioural Psychotherapy (CBP). The aim of the 
research was to explore whether the training would increase self-compassion, 
compassion for others and dispositional empathy. Method: Twenty-one participants 
who had enrolled on the CBP programme took part in the study. Data were collected 
using the Self-Compassion Scale, Interpersonal Reactivity Index and the Compassion 
for Others Scale. Findings: Results reveal an overall statistically significant increase 
in self-compassion scores and statistically significant reduction in self-critical 
judgement scores post training. There was no statistically significant difference post 
training on the Interpersonal Reactivity Index or the Compassion for Others Scale. 
Research limitations/implications: CMT training may help students develop healthy 
coping strategies, which they can use to balance their affect regulation systems when 
faced with organisational, placement, client, academic and personal demands. Further 
research using a larger sample size is needed to examine whether cultivating 
compassion whilst on training can help students build resilience and provide a barrier 
against empathic distress fatigue, compassion fatigue, and burnout. Practical 
Implications: Incorporating CMT into psychotherapy training may bring changes in 
student levels of self-compassion and self-critical judgement. Originality/value of the 
paper: This inaugural study examines whether incorporating CMT into a CBP 
programme impacts on students levels of compassion, dispositional empathy and self-
critical judgement. The findings from this preliminary study suggest the potential 
benefits of training students in compassion focused practices.  
 
 
 
Keywords: self-compassion, compassionate mind training, compassion 
focused therapy, cognitive behavioural psychotherapy, education 
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Introduction 
Counselling and psychotherapy students face a number of client, organisational, 
academic, placement, supervision and personal demands whilst on training 
(Beaumont, 2016; Beaumont & Hollins Martin, 2016). Without adequate self-care 
students may experience emotional distress that can be both physically and 
psychologically challenging. According to Porter (1995), self-care serves three main 
functions, to protect the therapist by reducing occupational hazards such as burnout, 
to enhance therapy by modelling healthy behaviour, and to protect clients by reducing 
risks of ethical violations. Self-care and self-reflection is an ethical imperative for 
psychological practitioners (Barnett, Baker, Elman & Schoener, 2007) and helps the 
individual remain emotionally fit for purpose (Harris, 2007). 
Incorporating interventions into psychotherapy training that assist the flow of 
compassion may help students care for their own well-being. The practice of self-care 
has been found to promote psychological and physical health and improve well-being 
(Williams-Nickelson, 2001), increase capacity for empathic understanding and lower 
levels of anxiety and depression (Schure, Christopher & Christopher, 2008).  
This study intends to examine whether incorporating Compassionate Mind 
Training (CMT) into a psychotherapy training programme increases self-compassion, 
compassion for others, dispositional empathy and reduces self-critical judgement in a 
sample of student Cognitive Behavioural Psychotherapists (CBP’s). 
Psychotherapy Training Demands 
Students undergoing psychotherapy training may be more vulnerable to symptoms of 
stress and burnout (Beaumont, 2016; Beaumont & Hollins Martin, 2016; Boellinghaus, 
Jones & Hutton, 2013; Rønnestad & Skovholt, 2003) because they may work in 
settings that are emotionally and physically draining, with clients that experience high 
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levels of distress (De Stefano, Atkins, Noble & Heath, 2012). Students enrolled on 
counselling and psychotherapy courses face idiosyncratic demands whilst training. 
For example, they may work with clients presenting with suicidal thoughts or work with 
clients who self-harm, which can present professional challenges (Reeves, Bowl, 
Wheeler & Guthrie, 2004; Reeves & Dryden, 2008). Students may also experience 
anxiety especially because they may need to react quickly to ethical and legal issues 
relating to confidentiality and client disclosure (De Stefano et al., 2012; Moore & 
Cooper, 1996). This in turn may lead to self-critical judgement and students may feel 
overwhelmed, fearful or incompetent (Reeves & Mintz, 2001; Wheeler, Bowl & 
Reeves, 2004). It is therefore essential that therapists strive to provide quality care for 
clients, whilst at the same time, take care of themselves (Beaumont & Hollins Martin, 
2016; Bell, Dixon & Kolts, 2016).  
Rønnestad and Skovholt (2003) carried out a longitudinal study looking at the 
development of 100 counsellors and therapists and propose that counsellors and 
therapists move through six phases; the lay helper, the beginning student, the 
advanced student, the novice professional, the experienced professional, and the 
senior professional. Rønnestad and Skovholt (2003) suggest that students initially 
question their personal characteristics and abilities, whilst gaining an awareness that 
in reality the practice and the theory of psychotherapy pose different obstacles. During 
the early stages in student development, direct or subtle criticism (actual or perceived), 
or negative feedback from clients, could impact negatively on morale, prompting self-
criticism.  During training, students were only expected to function at a basic 
professional level of competence, however, many had higher aspirations for 
themselves, reporting that they felt pressure to perform perfectly. Trying to become 
the ‘perfect practitioner’ can result in a more anxious psychotherapeutic approach and 
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an excessive and misunderstood sense of responsibility toward clients (Jacobsson, 
Lindgren & Hau, 2012). Jacobsson et al. (2012) echo this view and found in a sample 
of student psychotherapists, that experiencing anxiety was a phenomenon of the 
education process and part of each student’s journey toward development of their 
individual psychotherapeutic identity. 
Rønnestad and Skovholt (2003) suggest that for some students, psychotherapy 
supervision experiences also had particular significance. During the advanced student 
phase, students felt that they were supposed to master professional tasks with a 
greater level of competence.  Supervision conflicts peaked during this stage of training 
with students reporting increased tension and constant self-evaluation, which 
suggests that although supervision may be rewarding for many students, for others it 
may exacerbate anxiety and self-criticism. Liddle (1986) reinforces this idea 
suggesting that whilst supervision intends to be supportive, it can incite self-criticism 
due to a fear of negative evaluation by supervisors, feelings of shame or 
embarrassment and/or impression management. Fears relating to incompetence can 
lead to non-disclosure during supervision with trainees endeavoring to conceal their 
perceived flaws. Practising interventions, which encourage self-acceptance, self-
compassion, and self-reflection, could help students gain more value and support from 
clinical supervision and psychotherapy training. Bennett-Levy, Thwaites, Haarhoff and 
Perry (2015) suggest that self-practice enhances the therapeutic relationship because 
it provides students with an understanding regarding the process of therapy. 
Beaumont, Durkin, Hollins Martin and Carson (2016) found in a sample (n=54) 
of student cognitive behavioural therapists and student counsellors that higher levels 
of self-compassion was correlated with lower levels of compassion fatigue and 
burnout. Higher self-judgement scores however, correlated positively with symptoms 
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of burnout, compassion fatigue and reduced psychological well-being. Beaumont, 
Durkin, Hollins Martin and Carson (2016) suggest that students may benefit from using 
psychological interventions that increase levels of self-compassion. 
Compassion fatigue is a form of burnout affecting individuals working in the 
caregiving professions (Joinson, 1992; Figley, 1995), who as a result of their role bear 
witness to the suffering of others. Klimecki and Singer (2012) hold a similar view, they 
use the term empathic distress fatigue, which is a consequence of listening to the 
trauma stories of clients. Empathic distress fatigue occurs as a result of emotional, 
psychological, spiritual, physical and occupational exhaustion and according to 
Klimecki and Singer (2012), is the cause of compassion fatigue and burnout.  
Klimecki and Singer (2012) propose that the neural pathways linked with 
compassion can be activated to enhance well-being by using techniques that aim to 
increase compassion, empathy, and altruistic behaviour. This idea is reinforced by 
Beaumont (2016), who suggests that cultivating compassion may help students build 
resilience, develop compassion for their own suffering, and may help protect them 
from the symptoms associated with empathic distress fatigue, secondary trauma, 
compassion fatigue and burnout.  
Gilbert (2005) suggests that self-compassion helps individuals feel calm, cared 
for and connected. Developing self-compassion and responding to the “bully within, 
by being kinder to oneself” (Beaumont, Galpin & Jenkins, 2012, p.42), in times of 
suffering may help students on their journey to become CBP’s. Cultivating self-
compassion may act as a remedy to self-criticism (Beaumont, 2016) and is necessary 
for self-care. Therefore examining educational interventions, which aim to cultivate 
compassion and promote self-care is worthy of exploration. 
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Cultivating compassion 
The growing body of literature in relation to self-compassion appears to indicate that 
it may serve as a barrier against psychological distress (Beaumont, 2016; Beaumont 
& Hollins Martin, 2016; Dorian & Killebew, 2014, Gilbert, 2005, Neff & McGehee, 
2010). Furthermore, cultivating self-compassion may help CBP’s develop the skills 
and psychological resources needed in order to develop empathy and compassion for 
others, a crucial foundation in psychotherapy training (Dorian & Killebrew, 2014, Hick 
& Bien, 2008).  
Neff (2003a) suggests that self-compassion can be viewed as having the ability 
and the desire to treat ourselves with kindness, to be open to our own suffering, and 
be non-judgmental in relation to our own inadequacies. Neff (2003a) proposes that 
there is a link between self-compassion and psychological well-being, with high levels 
of self-compassion being associated with happiness, conscientiousness, life 
satisfaction, social connectedness and optimism. In addition, high levels of self-
compassion is correlated with reduced levels of anxiety (Neff, 2003a; Neff et al., 2007), 
self-criticism (Gilbert & Proctor, 2006), trauma symptoms (Beaumont et al., 2012: 
Beaumont & Hollins Martin, 2013; Beaumont, Durkin, McAndrew & Martin, 2016) and 
rumination (Neff & Vonk, 2007). This is supported by Neff and McGehee, (2010) who 
suggest that self-compassion is linked to psychological resilience. In a sample of 
adolescents (n=235) and young adults (n= 287), Neff and McGehee, (2010) found that 
self-compassion was strongly associated with well-being.  
Appropriate self-care is viewed by Barnett et al. (2007) as a critical component 
in the prevention of harm to clients caused by the psychotherapist or psychotherapy. 
They suggest that training models focusing on both the personal and professional 
aspects of self-care across the life span, should be incorporated into graduate training 
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programmes and discuss the importance of practicing self-acceptance and self-
compassion. Although the practice of self-compassion has been recommended to 
promote therapist wellness (Beaumont & Hollins Martin, 2016; Beaumont, Durkin, 
Hollins Martin & Carson, 2016) and reduce work-related stress (Barnett et al., 2007; 
Mahoney, 2005), there are very few research studies that have investigated how 
psychotherapists employ self-compassion (Patsiopoulos & Buchanan, 2011). 
Boellinghaus et al. (2013) reviewed the effectiveness of mindfulness-based 
interventions and loving-kindness meditation and report that trainee therapists who 
undertook a programme of loving kindness meditation found that the practice 
increased their self-awareness and compassion for self and others. Participants 
reported that they were able to bring this increased compassion with them to the 
therapy room and integrate it into their clinical work.  
Addressing a potential gap in student psychotherapists training, Beaumont and 
Hollins Martin (2016) proposed that Compassionate Mind Training, an intervention 
which was specifically designed to help individuals in clinical populations with high 
levels of shame and self-criticism (Gilbert, 2009; 2010), be adapted and introduced 
into student psychotherapy training. Beaumont and Hollins Martin (2016) present a 
six-step programme that has potential to enhance well-being through incorporating 
creative interventions, which aim to increase levels of self-compassion. 
 
Compassionate Mind Training  
Compassionate Mind Training (CMT) and Compassion Focused Therapy (CFT) were 
developed for clinical populations to help individuals create self-supportive voices, in 
response to shame, low mood, and self-criticism (Gilbert, 2005; 2009; 2010; 2014). 
Individuals with high levels of shame and self-criticism often experience high levels of 
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external threat, for example,  fear rejection and criticism, and also experience high 
levels of internal threat, for example, feel a failure, inferior or flawed (Gale, et al., 
2012). Cultivating a compassionate mind includes having a caring motivation to face 
suffering, tolerate distress and take action to help alleviate suffering (Gilbert, 2009).  
Using compassion and wisdom, the skills and attributes of compassion are developed. 
This process involves integrating self-care strategies into daily life, which aim to help 
the individual learn to think, behave and react to feelings and physiological responses 
with compassion. CMT refers to the interventions used to cultivate compassion, 
whereas CFT comprises the process of therapy. Interventions used within clinical 
settings include; compassionate letter writing, mindfulness, imagery exercises, 
working creatively to build a compassionate self and using safe place exercises that 
aim to trigger affiliative emotions (Gilbert, 2009; 2014).  
CFT explores how the evolution of affiliative emotions helps people to regulate 
threat. Gilbert (2009) postulates that we have three emotion regulation systems; the 
threat protection system, the drive resource seeking and excitement system and the 
affiliative/soothing and safeness system. The threat protection system responds with 
feelings such as anger, anxiety and disgust which warn the body to take action. The 
drive resource seeking and excitement system developed to motivate animals to find 
useful resources (e.g., shelter) and seek out sexual opportunities. The 
affiliative/soothing and safeness system is linked to social connection. When this 
system is activated it creates feelings of security (Gilbert, 2009). Self-care activities 
that stimulate the soothing/affiliative system increase compassion and help regulate 
threat responses such as self-criticism. In essence, self-criticism ignites the threat 
protection system, whereas the affiliative/soothing system creates affiliative feelings, 
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enabling the individual to self-soothe (see Gilbert, 2014 for a comprehensive 
exploration of the model). 
 
Rationale 
Student CBP’s work collaboratively with people experiencing distress, with the goal of 
helping ease suffering. However, students may experience higher levels of stress if 
they have high levels of compassion for others but lack self-compassion (Gilbert & 
Choden, 2013). This is further justification for teaching student CBP’s interventions 
that aim to cultivate compassion. 
Symptoms of stress, high levels of self-criticism and a lack of self-care and 
compassion for oneself, if not managed, could lead to secondary trauma, empathic 
distress fatigue, compassion fatigue, or burnout. Student CBP’s will bear witness to 
the trauma stories of others and may face difficulties whilst training as a result of 
organisational, academic, placement and personal demands, which can all prompt a 
threat response (see Figure 1). This makes considering interventions that aim to help 
individuals cultivate self-compassion potentially important (Beaumont, 2016; 
Beaumont & Hollins Martin, 2016). 
This current study reports on the first phase of a longitudinal project and 
explores the impact that CMT has on student CBP’s. The second phase of the project 
examines the effect CMT has on students and their CBP practice by collecting 
qualitative data via a focus group. The long-term aim of this project is to examine 
whether CMT improves psychotherapists’ well-being, compassion levels, and 
professional quality of life and reduces self-critical judgement. 
 
INSERT FIGURE 1 
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 Although Cognitive Behavioural Psychotherapy may be combined with CMT or 
CFT (Gilbert, 2009; 2010) with clients, this is the first study that integrates CMT into a 
CBT training programme. 
 
Method 
Design 
This study used a multiple method design (Bryman, 2008), whereby both quantitative 
and qualitative data were collected. Multiple method approaches enable researchers 
to collect data in a way that best works to address the research questions. A strength 
of choosing a multiple method approach is that the data can be collected at different 
stages of research (Bryman, 2008; Creswell, 2003). A staged design involving two 
separate phases was used in this project. Quantitative data was collected pre and post 
training, potentially aiming to generalise the results to a wider population and then 
qualitative data was collected via a focus group a month after the training. Each phase 
was designed to answer sub questions, seek convergence across qualitative and 
quantitative methods (Creswell, 2003; Jick, 1979) and will be triangulated to form a 
comprehensive whole (Morse, 2003). Phase two of the project will be reported in a 
separate paper. 
This paper examines the results from phase one of the project. A pre and post 
repeated measures design was used to establish the impact CMT had on student 
CBP’s. Quantitative data were collected at the start of a Post Graduate Diploma in 
CBP programme and at the end of training. Post training, participants were informed 
that they would be invited to attend a focus group to discuss the training.  
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Participants  
A non-random convenience sample consisting of thirty-five participants undertaking a 
Post Graduate Diploma in CBP from a University in England (UK), agreed to take part 
in the research project. Twenty-one students, which consisted of nineteen female 
participants and two male completed the training. Nine of the thirty five participants 
agreed to be part of the control group, however, only three sets of pre and post 
questionnaires were completed. Two of the nine participants from the control group 
interrupted their studies to take a break before starting their second module, and four 
participants did not attend the final session where data were collected post training. 
Therefore participant numbers in the control group were too small to compare with the 
experimental condition as this would increase the risk of a type 1 error. A type 1 error 
occurs when the null hypothesis is rejected when it may be true. 
 
Procedure  
In order to train staff to facilitate the additions to the CBP programme, a three-day 
workshop was commissioned, evaluated and published (Beaumont, Irons, Rayner & 
Dagnall, 2016). In a sample (n=28) of healthcare providers and educators, Beaumont 
Irons, Rayner and  Dagnall (2016) found an overall statistically significant increase in 
self-compassion scores and a reduction in self-judgement scores post CFT training. 
The researchers concluded that compassion training has potential to help healthcare 
practitioners develop greater self-care and emotional resilience.  
All students commencing the first module on the Post Graduate Diploma in CBP 
were approached and asked if they would like to take part in this study. Students were 
advised that they could attend the additional sessions even if they decided not to take 
part in the research. Information sheets and consent forms were given to each student, 
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followed by a brief presentation and question and answer session. Participants were 
introduced to the CMT model and to the qualities and skills of compassion (Gilbert, 
2009). Various compassion focused practical strategies were practised throughout the 
training (see Table 1 for an outline of these). 
Ethical approval was given by the College Research Governance and Ethics 
Committee. 
 
INSERT TABLE 1 
 
Questionnaires 
The Self-Compassion Scale (Neff, 2003b), Compassion-for-Others Scale (Pommier, 
2011) and the Interpersonal Reactivity Index (Davis, 1980) were used to collect data. 
 
Compassion-for-Others-Scale (Pommier, 2011) 
The Compassion-for-Others-Scale contains 24-items and is subdivided into 6 
subscales; kindness, indifference, common humanity, separation, mindfulness, and 
disengagement. To compute a total mean compassion score, the mean of each 
subscale is calculated after reverse scoring the negative items. Participants respond 
to items on a 1-5 scale (1 = almost never to 5 = almost always).  
 
Self-Compassion-Scale-Long-Version (Neff, 2003b) 
The Self-Compassion-Scale-Long-Version comprises of 26-items that measure how 
individuals respond toward themselves during difficult times. The scale consists of 6 
subscales, self-kindness, self-judgement, mindfulness, common humanity, isolation, 
and over identification, with items scored on a scale (1 = almost never to 5 = almost 
always). López, et al. (2015) suggests that the scale measures two separate factors, 
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self-critical judgement and self-compassion. Self-compassion scores were therefore 
calculated by combining the data from the subscales self-kindness, common humanity 
and mindfulness and self-critical judgement scores were calculated by collating data 
from the subscales isolation, self-judgement and over-identification (López, et al., 
2015).  
 
The Interpersonal Reactivity Index (Davis, 1980)  
The Interpersonal Reactivity Index is a 28 item questionnaire measuring dispositional 
empathy which provides separate scores for four distinct scales, fantasy (the tendency 
to strongly identify with a fictional character), perspective taking (the tendency to adopt 
the perspective of another), empathic concern (the responses of warmth, compassion 
and concern for others), and personal distress (experiencing feelings of discomfort 
and anxiety whilst witnessing the negative experiences of other people). Scoring for 
each subscale is achieved by adding together responses to the seven items making 
up the subscale (after first reverse-coding the negatively worded items).  Scores range 
from 0 to 4 and each subscale produces a potential score of between 0 – 28.  Internal 
reliability of the four subscales is found to be at satisfactory levels. 
Results  
Statistical analyses used SPSS 20 for Windows. Following participation in CMT, 
changes between pre and post scores were assessed using repeated measures 
paired sample t-tests. It was predicted that post training scores on the Self-
Compassion Scale, Compassion For Others Scale and Interpersonal Reactivity Index 
would improve when compared to pre training scores. Mean and standard deviation 
scores are presented in Table 2.  
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 INSERT TABLE 2 
Self-Compassion Scale 
Scores were calculated by analysing two separate factors, self-compassion and self-
critical judgement. The self-compassion scores were calculated by collating data from 
the common humanity, self-compassion and mindfulness subscales. Self-critical 
judgement scores were calculated by collating data from the isolation, self-judgement 
and over-identification subscales. 
Self-compassion 
A significant difference was observed pre to post training (M= 3.26, SD = 0.7 versus 
M = 3.61, SD = 0.8). Results revealed a statistically significant increase in self-
compassion (t(20) = -2.473, p =0.022) post training.  
Self-critical judgement 
A significant difference was observed pre to post training (M= 3.34, SD = 0.9 versus 
M = 2.96, SD = 1). Results revealed a statistical significant reduction in self-critical 
judgement (t(20) = -2.782, p =0.012) post training.  
Compassion for Others 
Post training, compassion for others scores were higher (M = 4.10, SD = 0.4 versus 
M = 4.24, SD = 0.4) than pre training scores. However, scores did not reach statistical 
significance (t(17) = -1.559, p =0.139) 
Interpersonal Reactivity Index Scales  
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Pre and post training scores for empathic concern did not differ significantly although 
scores increased post training (M = 17.4, SD = 3.8 versus M = 17.8, SD = 3.7), (t(19) 
= -4.67, p =6.46). Pre and post training scores for the fantasy scale (M = 14.1, SD = 
4.2 versus M = 14.3, SD = 4.1), (t(20) = -3.23, p =7.50) and pre to post training scores 
for perspective taking (M = 18.3, SD = 3.6 versus M = 17, SD = 4.4), (t(20) = 1.630, p 
=1.19) did not differ significantly. Pre and post training scores for personal distress did 
not differ significantly although scores did reduce post training (M = 14.4, SD = 3.1 
versus M = 12.9, SD = 2.6), (t(20) = 1.552, p =1.37). 
To conclude, CMT had favourable effects on SCS ratings. Self-compassion 
increased and self-critical judgement reduced post training. Compassion for others 
increased post training although scores did not reach statistical significance and the 
training had no statistical significant effect on the IRI subscales. 
Discussion 
This study looked at whether introducing CMT to student CBP’s would increase 
participant’s levels of self-compassion, compassion for others, improve empathic 
qualities and reduce levels of self-critical judgement.  
This was only a short addition to the CBP programme where the students’ main 
objective was to develop their skills as a student psychotherapist and pass the course. 
The results are interesting and feedback post training suggest that students found 
utilising compassionate mind interventions helpful. Students reported that the model 
was easy to understand and that they valued using creative methods to cultivate self-
compassion. The data from this study suggests that students reported higher levels of 
self-compassion post training and reported a reduction in self-critical judgement post 
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training. Students were more aware of the commonality of suffering (that we are all in 
the same boat) and reported that they felt less isolated post training.  
This study supports other research studies in demonstrating that compassion-
focused interventions can instigate changes in levels of self-critical judgement and 
compassion (Barnard & Curry, 2011; Beaumont, Irons, Rayner & Dagnall, 2016; 
Boellinghaus et al., 2013). If curriculum designers can incorporate interventions into 
programmes that aim to increase compassion and reduce self-critical judgement, this 
may help students as they start their psychotherapy journey. Long-term this may 
improve student well-being, may protect students from the symptoms associated with 
empathic distress fatigue, secondary trauma, compassion fatigue, and burnout and 
may improve quality of care.  
Students enrolled on counselling and psychotherapy training programmes can 
experience increased anxiety, self-evaluation and the pressure to succeed without 
making mistakes (Rønnestad & Skovholt, 2003).  The findings from this study add to 
the growing literature that highlights the importance of cultivating strategies that 
promote well-being (Beaumont & Hollins Martin, 2016; Harris, 2007). Through the 
cultivation of self-compassion, students may start to view themselves with increased 
kindness. Such kindness may encourage openness and honesty during 
psychotherapy supervision (Liddle, 1986) and reduce the fear of supervisor negative 
appraisal. Additionally, incorporating CMT interventions into practitioner training could 
help students remember that failure and imperfection are part of the human experience 
(Neff & Vonk, 2009). This could help students manage their reaction to negative 
feedback from clients (Rønnestad & Skovholt, 2003). Neff and Vonk (2009) suggest 
that increased levels of self-compassion may reduce the need to defend one’s ego 
making it easier for students to admit to mistakes and limitations. 
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An interesting finding was that dispositional empathy scores did not reach 
statistical significance. This could suggest that CMT may act as a regulatory factor for 
the emotional connection usually displayed during empathic engagement. According 
to Figley (1995) compassion fatigue occurs by virtue of an emotional contagion when 
expressing empathy towards clients. An alternative explanation could be that the 
absence of statistical significant results may be due the high scores reported at the 
pre intervention stage. Comparable results from the IRI questionnaire were reported 
in studies using mindfulness based interventions (Beddoe & Murphy, 2004; Birnie et 
al., 2010; Galantino et al., 2005), leaving the researchers to conclude that this may 
have been due to a ceiling effect of baseline empathy levels. Similarly, pre to post 
compassion for others scores did not reach statistical significance. However, scores 
were already high at the start of training, which would be expected for students wanting 
a career within the helping professions.   
Limitations 
This is the first study to examine whether CMT could impact on students’ level of self-
compassion, compassion for others and self-critical judgement. However, there are 
limitations to consider.  
Although nine students volunteered to be part of a control group only three 
completed pre and post questionnaires were collected, which meant that we could not 
objectively compare groups. This is a limitation of the study because it makes it difficult 
to ascertain whether the CBT programme alone would help students develop 
compassion and reduce self-critical judgement. Participation was voluntary and 
therefore only students who engage in self-practice and self-reflection may have 
enrolled on the training.  
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Further research  
The results in this study report on phase one of a multiple method research project. A 
second paper examining the data collected from a focus group post training is currently 
underway and suggests that students found immense benefit from CMT. Assessing 
the long-term benefits of CMT could also provide more fruitful data. For example, 
examining whether cultivating compassion whilst on clinical training thwarts symptoms 
of stress, empathic distress fatigue, compassion fatigue, and burnout may be 
illuminating. A second cohort of students are currently receiving CMT, and in this next 
stage of the project we hope to have further data to report.  
Further research could examine the impact CMT has on student experiences 
of supervision. Given that non-disclosure for fear of judgement can have an impact on 
student well-being (Farber, 2006; Wallace & Alonso, 1994), the influence CMT has on 
disclosure within supervision could also be examined.   
Implications  
The findings suggest that CBP’s students found benefit from CMT. The training 
appeared to help the students in this sample who were starting on a journey to become 
a psychotherapist, increase their levels of self-compassion and reduce self-critical 
judgement. 
 
Summary and Conclusion 
Given that CMT has been found useful for helping people experiencing high levels of 
self-criticism in clinical settings (Beaumont & Hollins Martin, 2015), and has been 
found useful in helping healthcare educators develop self-compassion (Beaumont, 
Irons, Rayner & Dagnall, 2016), a CMT teaching programme was designed to explore 
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whether CMT could help student CBP’s develop compassion and empathy, and 
reduce self-critical judgement. This study provides some preliminary data regarding 
the impact of CMT on students’ level of self-compassion and self-critical judgement. 
This is important given the difficulties that CBP’s face within organisational and clinical 
settings. Teaching students wanting a career within counselling and psychotherapy 
techniques that help cultivate self-compassion may help students respond to their own 
distress with compassion, understanding, and kindness.  
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Figure 1: Compassionate Mind Training Model for Healthcare Practitioners and Educators 
Threat System 
Activated 
   Potential 
  Intervention
As a result, cognitive, behavioural, 
emotional and physical symptoms may 
be experienced including: Self-criticsim, 
shame, blame, guilt, anger, sadness, 
headaches, cynicism, depersonalisation, 
exhaustion, low energy,  feeling 
underappreciated/overworked, 
disillusioned, overwhelmed, reduced 
empathy,  loss of meaning and hope, 
pre-occupation with anothers  trauma,  
concentration problems, easily startled, 
irritability, difficulty sleeping, intrusive 
images, helplessness, social withdrawal,  
diminshed sense of safety, addictive 
behaviour, excessive emotional 
numbing, lack of salf-care,  leave job 
Demands 
Academic/ 
educational 
Client work 
Placement/ 
organisational 
Personal 
Empathic distress 
fatigue; burnout;  
compassion 
fatigue
Healthcare 
practitioner 
training 
Gilbert’s (2009) Compassionate Mind 
Interventions include: Mindfulness and 
focused attention, soothing rhythm 
breathing, compassion focused imagery, 
creating a safe place, compassion as a flow, 
developing the compassionate self and 
ideal compassionate other, using 
compassion to explore and relate to 
different parts - multi-self, using 
compassion to engage with self-criticism, 
compassionate letter writing 
Psycho-education regarding 
the warning signs of stress, 
burnout and fatigue. 
Compassionate Mind Training 
(Gilbert, 2009): Introduction 
to the theoretical elements of 
the model. Exploration of how 
our sense of self is created 
through an interaction 
between our genes, social 
experiences and our emotion 
regulation systems  
Professional quality of 
life; wellbeing; 
resilience; 
enhanced compassion
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Table 1. Compassionate Mind Training additions to the Post Graduate Diploma in Cognitive Behavioural Psychotherapy 
Session number Curriculum based on Gilbert’s (2009, 2014) model 
(1) Psycho-education  Definition of compassion
 Student therapists were introduced to the core theoretical elements of Gilbert’s (2009; 2014) model
 Introduction to the 3 circles model (threat, drive and soothing)
 Discussion regarding ‘our tricky brain’. E.g., we are all prone to rumination and self-criticism
 Introduction to Mindfulness
 Soothing Rhythm Breathing
(2) Psycho-education.
Developing the
compassionate self
 Discussion regarding self-care and the symptoms associated with stress/burnout/empathic distress
fatigue/compassion fatigue
 Safe Place – creating a place in the mind that produces affiliative feelings
 Developing the compassionate self - using memory and imagery to cultivate compassion
 Exploration regarding the qualities of compassion and introduction to the fears and blocks to
compassion
(3) Formulation. Developing
the skills of compassion
 Exploration of significant life events. How early experiences impact upon how we view ourselves
 Timeline exercise – offering compassion to the younger learner
 Introduction to the skills of compassion
 Compassionate letter to the self, focusing on psychotherapy practice and learning on the programme
(4) Using compassion to
engage with self-criticism
 Exploration of the functions of self-criticism. Self-correction vs self-persecution and the impact of
shame
 Creating an internal compassionate CBT coach
 Enhancement of compassionate thoughts from the CBT coach in relation to psychotherapy practice
and learning on the programme
(5) CFT within the therapeutic
arena
 Using Compassion Focused Therapy as an adjunct to Cognitive Behavioural Therapy
 Research evidence surrounding Compassion Focused Therapy
 Self-compassionate language vs self-critical - ‘the bully within’
 Introduction to the concept of method acting
 Self-compassion diary and acts of kindness
(6) Compassion as a flow &
engaging with difficulties
using a compassionate
mind-set
 Compassion flows in three ways, from others to us, from us to others and from and to ourselves
 Challenges to compassion. Examination of thoughts including “I’m not good enough to do CBT”
 Using the compassionate mind to engage with angry-self, sad-self and anxious-self
 Meditation of compassionate CBT guide to enhance compassionate thoughts
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 Creation of cue cards with compassionate statements on and reading statements using partner,
mirror or phone camera
 Reflecting compassionately on practice. E.g., using a compassionate guide to set homework tasks
that aim to increase self-compassion.
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Table 2. Pre and post Mean and Standard Deviation Scores on the Compassion for
Others Scale, Self-compassion Scale and the Interpersonal Reactivity Index.  
Scale N Pre CMT Post CMT 
Compassion for Others    17 M=4.10 (0.4) M=4.24 (0.4) 
Self-Compassion 21 M=3.26 (0.7) M=3.61 (0.8) 
Self-Critical Judgement 21 M=3.34 (0.9) M=2.96 (1.0) 
Perspective taking 20 M=18.3 (3.6) M=17.0 (4.4) 
Fantasy scale 20 M=14.1 (4.2) M=14.3 (4.1) 
Empathic concern 20 M=17.4 (3.8) M=17.8 (3.7) 
Personal distress 20 M=14.4 (3.1) M=12.9 (2.6) 
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Appendix 2 
Statement regarding candidate’s independent work 
The candidate has made a unique and independent contribution in each of the papers 
under scrutiny. The contributions are specified below and confirmed by co-authors 
(Appendix 3). As well as the papers described above, there are papers related to this 
topic that are under review or in late stages of writing.   
Study Independent/unique 
contribution 
Joint Contribution 
Paper 1: Beaumont, E., & 
Hollins-Martin, C. J. (2015). 
A narrative review. How 
effective is Compassion 
Focused Therapy? 
Conceived the 
project and led the 
writing of the paper 
(90%). 
Professor Hollins-Martin 
(10%) commented on 
drafts and final 
manuscript. 
Paper 2: Beaumont, E., 
Durkin, M., McAndrew, S., & 
Martin, C. (2016). 
Using Compassion Focused 
Therapy as an adjunct to 
Trauma-Focused CBT for 
Fire Service Personnel 
suffering with trauma-related 
symptoms. 
Conceived and 
designed the study, 
collected the data, 
conducted the data 
analysis and 
interpretation and 
led the writing of the 
paper (75%). 
Mark Durkin (10%) 
contributed to the data 
analysis, Dr. Sue 
McAndrew (10%) 
commented on drafts of 
the paper and Professor 
Colin Martin contributed 
to the data analysis 
(5%). 
Paper 3: Beaumont, E., 
Hickey, A., McAndrew, S., 
Goldman, S., & Warne, T. 
(2016). 
Minding the gaps: Using 
narrative accounts to explore 
people’s experience of using 
North Staffs MIND’s Adult 
Counselling Service. 
Contributed to the 
design and write up 
of the paper and 
data analysis (40%). 
Dr. Anthony Hickey 
(20%) and Dr. Sue   
McAndrew (20%) 
contributed to the 
design, write up and 
data analysis. Dr. 
Stacey Goldman (10%) 
and Professor Tony 
Warne (10%) 
commented on drafts of 
the paper. 
Paper 4: Beaumont, E., 
Durkin, M., Hollins-Martin, C. 
J., & Carson, J. (2015). 
Compassion for others, self-
compassion, quality of life 
and mental well-being 
measures and their 
association with compassion 
fatigue and burnout in 
student midwives: A 
quantitative survey. 
Contributed to the 
design, write-up and 
statistical analysis.  
Led the writing of the 
manuscript (35%). 
Mark Durkin (35%), and 
Professor Hollins-Martin 
(15%) contributed to the 
design of the study, 
write-up and collected 
the data 
Professor Carson (15%) 
contributed to the design 
of the study and write-
up.  
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Paper 5: Beaumont, E., 
Durkin, M., Hollins-Martin, C. 
J., & Carson, J. (2015).  
Measuring relationships 
between self-compassion, 
compassion fatigue, burnout 
and well-being in student 
counsellors and student 
cognitive behavioural 
psychotherapists. 
Contributed to the 
design, write-up and 
statistical analysis. 
Led the writing of the 
manuscript (35%). 
Mark Durkin (35%) 
contributed to the design 
of the study, write-up 
and collected the data. 
Professor Hollins-Martin 
(15%) & Professor 
Carson (15%) 
contributed to the design 
of the study, write-up 
and statistical analysis. 
Paper 6: Durkin, M., 
Beaumont, E., Hollins-Martin, 
Carson, J. (2016) 
A pilot study exploring the 
relationship between self-
compassion, self-judgement, 
self-kindness, compassion, 
professional quality of life and 
wellbeing among UK 
community nurses. 
Contributed to the 
design, write-up and 
statistical analysis 
(35%). 
Mark Durkin (35%), 
Professor Hollins-Martin 
(15%) & Professor 
Carson (15%) 
contributed to the design 
of the study, write-up 
and data collection and 
statistical analysis. 
Paper 7: Beaumont, E., 
Irons, C., Rayner, G., & 
Dagnall, N. (2016). 
Compassion Focused 
Therapy Training for 
Healthcare Educators and 
Providers: Does this increase 
self-compassion, and reduce 
self-persecution and self-
criticism? 
Conceived and 
designed the study, 
collected the data, 
conducted the data 
analysis and data 
interpretation and 
led the writing of the 
research paper 
(75%). 
Dr. Chris Irons (10%) 
commented on drafts 
and final manuscript. Dr. 
Gillian Rayner (10%) 
contributed to the 
organisation of the 
project and commented 
on drafts of the paper. 
Dr. Neil Dagnall (5%) 
provided support 
regarding the data 
interpretation. 
Paper 8: Beaumont, E & 
Hollins Martin, C.J. (2016a) 
A proposal to support student 
therapists to develop 
compassion for self and 
others through use of 
Compassionate Mind 
Training. 
Conceived the idea 
and led the writing of 
the paper (90%). 
Professor Hollins Martin 
(10%) commented on 
drafts of the paper. 
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Paper 9: Beaumont, E & 
Hollins Martin, C.J. (2016b) 
Heightening levels of 
compassion towards self and 
others in midwives through 
use of Compassionate Mind 
Training. 
Conceived the idea 
and led the writing of 
the paper (90%). 
Professor Hollins Martin 
(10%) commented on 
drafts of the paper. 
Paper 10: Beaumont, E., 
Rayner, G., Durkin, M., & 
Bowling, G. (2017) 
The effects of 
Compassionate Mind 
Training on student 
Psychotherapists. 
Co-designed the 
project. Collected 
the data and 
conducted the data 
analysis and 
interpretation. Led 
the writing of the 
research paper and 
designed CMT 
workshops for 
students (70-75%). 
Dr. Gillian Rayner 
(15-20%) led the staff 
team, collected data and 
also organised  and 
delivered workshops. 
Mark Durkin (5%-10%) 
contributed to the 
statistical analysis. 
Gosia Bowling (5%) 
contributed to the 
writing of the paper. 
Paper under review 
Rayner, G., Beaumont, E., 
& Irons, C.
Developing more 
compassionate healthcare 
professionals: A focus group 
exploring the impact of a 
three day compassion 
focused therapy training 
programme. 
Conceived and 
designed the study, 
led the ethical 
approval process, 
contributed to the 
writing of the 
research paper, 
methodology and 
data analysis. 
Dr. Gillian Rayner  
collected data from the 
focus group and led the 
writing of the paper. Dr. 
Chris Irons commented 
on drafts and final 
manuscript.  
Paper  
Rayner, G., Beaumont, E., 
Bluff, L., & Walker, E.
A focus group study 
exploring the effects of 
Compassionate Mind 
Training on CBT students. 
Contributed to the 
design of the study 
and data analysis. 
Organised and 
delivered CMT 
workshops for 
students. 
Dr. Gillian Rayner 
contributed to the design 
of the study, led the 
writing of the paper and 
research team. Lisa 
Bluff and Emma Walker 
contributed to the write 
up of the paper and data 
analysis. 
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Mark Durkin (MSc, BSc) 
Group therapy co-ordinator 
MhlST (Mental health Independent support Team) 
Hanover House 
Hanover Street 
Bolton 
BL 1 4TG 
121h April 2016 
RESEARCH PROJECT: Using Compassion Focused Therapy as an adjunct to 
Trauma-Focused CBT for Fire Service Personnel suffering with PTSD 
I am writing to confirm that Elaine Beaumont conceived and designed the project. 
Elaine provided the psychotherapeutic intervention for Greater Manchester Fire and 
Rescue Service and led the writing of the manuscript and submission process. I Mark 
Durkin commented on drafts of the paper, estimating my own contribution to the paper 
as approximately 10%. 
Yours Sincerely, 
Mark Durkin Group therapy co-ordinator MhlST 
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Dr Sue McAndrew 
School of Nursing, Midwifery, Social Work & Social Sciences 
Room MS1.91 
Mary Seacole Building 
University of Salford 
M6 6PU 
T +44 (0) 161 295 2778 
S.McAndrew@salford.ac.uk
www.salford.ac.uk 
12th April 2016 
RESEARCH PROJECT: Using Compassion Focused Therapy as an adjunct to Trauma-Focused 
CBT for Fire Service Personnel suffering with PTSD 
I am writing to confirm that Elaine Beaumont conceived and designed the project. Elaine 
provided the psychotherapeutic intervention for Greater Manchester Fire and Rescue 
Service and led the writing of the manuscript and submission process. I Dr Sue McAndrew 
commented on drafts of the paper, estimating my own contribution to the paper as being 
no more than 10%. 
Yours Sincerely, 
Sue McAndrew 
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To whom it may concern 
RE: RESEARCH PROJECT: Using Compassion Focused Therapy as an adjunct to Trauma-
Focused CBT for Fire Service Personnel suffering with PTSD 
I am writing to confirm that Elaine Beaumont conceived and designed the project and sought 
ethical approval for the project. Elaine provided the psychotherapeutic intervention for 
Greater Manchester Fire and Rescue Service and led the writing of the manuscript and 
submission process. I Professor Colin Martin commented on drafts of the paper, estimating 
my own contribution to the paper as being no more than 5%. 
Yours Sincerely, 
Colin Martin
Professor Colin R Martin  RN BSc MSc MBA PhD YCAP FHEA CPsychol CSci AFBPsS 
Room 2.11 
Faculty of Society and Health 
Buckinghamshire New University 
Uxbridge Campus 
106 Oxford Road, Uxbridge, Middlesex, UB8 1NA, UK. 
Tel:  01494 522141 Extension 2349 
Mobile: 07747 473217 
Fax: 01494 603179 
email: colin.martin@bucks.ac.uk 
web: www.bucks.ac.uk 
Follow me on Twitter: www.twitter.com/colin_r_martin 
Latest book: Martin, C.R., Preedy, V.R. and Patel, V. (2016). Comprehensive Guide to 
Post-Traumatic Stress Disorder. Springer, New York, USA.  
Latest book: Martin, C.R., Fleming, M.P. and Smith, H. (2016). Mental Health and 
Wellbeing in the Learning and Teaching Environment. Swan and Horn, Fife, UK.  
240
Dr Sue McAndrew 
School of Nursing, Midwifery, Social Work & Social Sciences 
Room MS1.91 
Mary Seacole Building 
University of Salford 
M6 6PU 
T +44 (0) 161 295 2778 
S.McAndrew@salford.ac.uk
www.salford.ac.uk 
12th April 2016 
RE: Minding the gaps: Exploring the effectiveness of a voluntary sector mental health 
counselling service 
I am writing to confirm that Elaine Beaumont led the writing of the manuscript and 
submission process. Elaine contributed to the design, data analysis and write up of the 
paper. The contribution agreed by the project team was as follows: Elaine Beaumont 40 
percent, Dr Anthony Hickey and Dr Sue McAndrew 20 percent and Professor Tony Warne 
and Dr Stacey Goldman 10 percent.  
Yours Sincerely, 
Sue McAndrew 
241
Prof Caroline J Hollins Martin 
Professor in Maternal Health 
Theme Lead (Women And Children’s Health And Wellbeing (WACHAW) 
Room 4.B.04 
School of Nursing, Midwifery and Social Work  
Edinburgh Napier University (Sighthill Campus) 
9 Sighthill Court 
Edinburgh Napier University  
Midlothian 
EH11 4BN 
Email: C.HollinsMartin@napier.ac.uk 
Telephone 0131 455 2782 
5th April 2015 
To whom it may concern, 
I, Caroline J Hollins Martin have contributed to Elaine Beaumont’s papers in 
the following ways and percentages.
Yours Sincerely, 
Prof/Dr Caroline J Hollins Martin 
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Beaumont, E., & Hollins-
Martin, C. J. (2015). 
A narrative review. How 
effective is Compassion 
Focused Therapy? 
Elaine conceived the 
project and led the 
writing of the paper 
(90%) 
Professor Hollins-
Martin (10%) 
commented on 
drafts and final 
manuscript and 
supervised the 
project. 
Beaumont, E., Durkin, M., 
Hollins-Martin, C. J., & Carson, 
J. (2016).
Compassion for others, self-
compassion, quality of life and 
mental well-being measures 
and their association with 
compassion fatigue and 
burnout in students midwives: 
A quantitative survey. 
Elaine contributed to 
the design, write-up 
and statistical analysis.  
Led the writing of the 
manuscript (35%) 
Mark Durkin 
(35%), Professor 
Hollins-Martin 
(15%) & Professor 
Carson (15%) 
contributed to the 
design of the 
study, write-up 
and data collection 
Beaumont, E., Durkin, M., 
Hollins-Martin, C. J., & Carson, 
J. (2016).
Measuring relationships 
between self-compassion, 
compassion fatigue, burnout 
and well-being in student 
counsellors and student 
cognitive behavioural 
psychotherapists. 
Elaine contributed to 
the design, write-up 
and statistical analysis. 
Led the writing of the 
manuscript (35%) 
Mark Durkin 
(35%), Professor 
Hollins-Martin 
(15%) & Professor 
Carson (15%) 
contributed to the 
design of the 
study, write-up 
and data collection 
Beaumont, E & Hollins Martin, 
C.J. (2016)
Heightening levels of 
compassion towards self and 
others in midwives through use 
of Compassionate Mind 
Training 
Elaine conceived the 
idea and wrote the 
paper (90%) 
Professor Hollins 
Martin (10%) 
commented on 
drafts of the paper 
and the final 
manuscript. 
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Beaumont, E & Hollins Martin, 
C.J. (2016)
Enhancing therapists levels of 
self-compassion through use 
of Compassionate Mind 
Training 
Elaine conceived the 
idea and wrote paper 
(90%) 
Professor Hollins 
Martin (10%) 
commented on 
drafts of the paper 
and the final 
manuscript 
Durkin, M., Beaumont, E., 
Hollins-Martin, Carson, J. 
(2016) 
A quantitative study exploring 
the relationship between self-
compassion, self-judgement, 
self-kindness, compassion, 
professional quality of life and 
wellbeing among nurses. 
Elaine contributed to 
the design, write-up 
and statistical analysis 
(35%) 
Mark Durkin 
(35%), Professor 
Hollins Martin 
(15%) & Professor 
Carson (15%) 
contributed to the 
design of the 
study, write-up 
and data collection 
Durkin, M., Beaumont, E., 
Hollins Martin, C.J. & Carson, 
J. (Under Review)
Self-compassion, self-
judgement and well-being 
among healthcare students. 
Elaine contributed to 
the design, write-up 
and statistical analysis 
(35%) 
Mark Durkin led 
the writing of the 
project (35%), 
Professor Hollins 
Martin (15%) & 
Professor Carson 
(15%) contributed 
to the design of 
the study, write-up 
and data collection 
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To: Beaumont Elaine 
04 April 2016 16:12 
Elaine, 
 I am happy with this. I am recovering and back at work today. Good luck with the Prima 
Facie. 
        Jerome 
Beaumont, E., Durkin, M., Hollins-Martin, C. J., & Carson, J. 
> Compassion for others, self-compassion, quality of life and mental well-being measures and their
association with compassion fatigue and burnout in students midwives: A quantitative survey.
>
> Elaine contributed to the design, write-up and statistical analysis. Led the writing of the manuscript 
(35%) 
> 
> Mark Durkin (35%), Professor Hollins-Martin (15%) & Professor Carson (15%) contributed to the 
design of the study, write-up and data collection 
>  
> Beaumont, E., Durkin, M., Hollins-Martin, C. J., & Carson, J. 
> Measuring relationships between self-compassion, compassion fatigue, burnout and well-being in
student counsellors and student cognitive behavioural psychotherapists.
>
> Elaine contributed to the design, write-up and statistical analysis. Led the writing of the manuscript 
(35%) 
> 
> Mark Durkin (35%), Professor Hollins-Martin (15%) & Professor Carson (15%) contributed to the 
design of the study, write-up and data collection 
>  
> Durkin, M., Beaumont, E., Hollins-Martin, Carson, J. 
> A quantitative study exploring the relationship between self-compassion, self-judgement, self-
kindness, compassion, professional quality of life and wellbeing among nurses.
>
> Elaine contributed to the design, write-up and statistical analysis (35%) 
> 
> Mark Durkin (35%), Professor Hollins-Martin (15%) & Professor Carson (15%) contributed to the 
design of the study, write-up and data collection 
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29th March 2016 
To whom it may concern, 
University' 
of Bolton ; _> 
Re: Compassion for others, self-compassion, quality of life and mental well-being 
measures and their association with con 1p;1ssion fatigue and burnout in students 
midwives: A quantitative survey. Midwifery. 
http://dx.doi.org/10.1016/i.midw.2015.11.002 
In relation to the research described in the above paper. I am writing to confirm that 
Elaine Beaumont lead the writing of the manuscript, contributed to the design of the 
project, completed the review of liti :mture and contributed to the data analysis. 
Yours Sincerely, 
Professor of Psychology. University of Bolton 
Deane Road 
Bolton 
BL3 SAB 
Telephone: 
+44 (0) 1204 900600 
Fax: 
+44 (0) 1204 399074 
Website: 
www.bolton.ac.uk 
Vice Chancellor: Dr G.E. Holmes 
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29th M; an, 2016 
To whom it may concern, 
University 
of Bolton 
Re: Meas ·U'ng relationships between SPl(-compassion, compassion fatigue, 
burn, Dl;land well-being in student counse il_l<rs and student cognitive behavioural 
psychotherapists. Journal of Counselling and Psychotherapy Research, 16 (1) 15-
23. http://dx.doi.org.10.1002/capr.12054 
In relation to the research des, cribd in the above paper. I am writing to confirm that 
Elaine Beaumont lead the writing of the manuscript, contributed to the design of the 
project, completed the review of literature and contributed to the data , an1ysis. 
Yours Sincerely, 
.,,,--, L -------::, 
Dr Jerome Carson, 
Professor of Psychology. 
University of Bolton 
Deane Road 
Bolton 
BL3 SAB 
Telephone: 
+44 (0) 1204 900600 
Fax: 
+44 (0) 1204 399074 
Website: 
www.bolton.ac.uk 
Vice Chancellor: Dr G.E. Holmes 
~v-°'\ INVESTORS 
~- J IN PEOPLE 
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Mark Durkin (MSc, 8Sc) 
Group therapy co-ordinator 
MhlST (Mental health Independent Support Team} 
Hanover House, 
Hanover Street, 
Bolton, 
BL1 4TG 
To whom it may concern, 
29th March 2016 
Re: Compassion for others, self-compassion, quality of life and mental well­
being measures and their association with compassion fatigue and burnout in 
students midwives: A quantitative survey. Midwifery. 
http://dx.doi.org/10.1016/i.midw .2015.11.002 
In relation to the research described in the above paper. I am writing to 
confirm that Elaine Beaumont led the writing of the manuscript and 
submission process, contributed to the design of the project, completed 
the review of literature and contributed to the data interpretation and 
statistical analysis.  
I can confirm Elaine's contribution of at least thirty-five percent.
Yours Sincerely, 
�.( 
Mark Durkin 
Group Therapy Co-ordinator MhlST 
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Mark Durkin (MSc, 8Sc) 
Group therapy co-ordinator 
MhlST (Mental health Independent Support Team) 
Hanover House, 
Hanover Street, 
Bolton, 
BL1 4TG 
To whom it may concern, 
29th March 2016 
Re: Measuring relationships between self-compassion, compassion fatigue, 
burnout and well-being in student counsellors and student cognitive 
behavioural psychotherapists. Journal of Counselling and Psychotherapy 
Research, 16 (1) 15-23. http://dx.doi.org.10.1002/capr.12054 
I am writing to confirm that Elaine Beaumont led the writing of the manuscript and the 
submission process, contributed to the design of the project, completed the review of 
literature and jointly contributed to the data interpretation and statistical analysis. 
I can confirm Elaine's contribution of at least thirty-five percent.
Yours Sincerely, 
4, Mark Durkin 
Group therapy co-ordinator MhlST 
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School of Nursing, Midwifery , Social Work 
& Social Sciences 
University of Salford 
Mary Seacole Building 
Frederick Road Campus 
SALFORD, Greater Manchester 
M6 6PU  United Kingdom 
Tel: +44(0)845 234 0184 
Fax: +44(0)161 295 7293 
www.salford.ac.uk/nmsw 
5/4/16 
Compassion Focused Therapy Training for Healthcare educators and providers: Does this increase 
self-compassion, and reduce self-persecution and self-criticism?  
This letter stands as evidence that I worked with Elaine on this paper as a co-author and I 
contributed approximately 10% of the work. She has been an absolute pleasure to work with. 
Yours Sincerely 
Dr Gillian Rayner 
MS3.12 Mary Seacole Building 
Fredrick Rd campus 
University of Salford 
Manchester 
M66 PU 
250
3rd April 2016 
To whom it may concern, 
RE: Compassion Focused Therapy Training for Healthcare Educators and 
Providers: Does this increase self-compassion, and reduce self-persecution 
and self-criticism? 
I am writing to confirm that Elaine Beaumont led the writing of the manuscript, 
managed the project and submission process. Elaine managed the ethical approval 
process and conceived the project. Elaine was responsible for the data collection 
and statistical analysis.  I, commented on drafts of the paper contributing ten-fifteen 
percent. 
Yours Sincerely, 
Dr Chris Irons 
Clinical Psychologist  
chris@balancedminds.com 
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3rd April 2016 
To whom it may concern, 
RE: Compassion Focused Therapy Training for Healthcare Educators and Providers: 
Does this increase self-compassion, and reduce self-persecution and self-criticism? 
I am writing to confirm that Elaine Beaumont led the writing of the manuscript, ethical 
approval and submission process. Elaine conceived and designed project and 
completed the review of literature. Elaine was responsible for the data collection and 
statistical analysis.  I, Neil Dagnall commented on drafts of the results section, 
contributing five percent to the research project. 
Yours Sincerely, 
Neil Dagnall 
Joint Acting Head of Psychology 
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University of 
Salford 
MANCHESTER 
Gosia Bowling 
School of Nursing, Midwifery, Social Work & Social Sciences 
Room MS3.17 
Mary Seacole Building 
University of Salford 
M6 6PU 
g.bowling@salford.ac.uk 
www.salford.ac.uk 
15th April 2016 
RESEARCH PROJECT: The effects of Compassionate Mind Training on students 
enrolled on a Cognitive Behavioural Psychotherapy training programme. 
I am writing to confirm that Elaine Beaumont co-conceived the project and contributed to 
the design of the project and data collection. Elaine was part of a team that provided the 
training workshops for students enrolled on the Cognitive Behavioural Psychotherapy 
Programme. Elaine completed the search, conducted the statistical analysis and led the 
writing of the manuscript and submission process. I, Gosia Bowling contributed to the 
writing of the paper and data collection, estimating my own contribution to the paper as 
being approximately 5%. 
Yours Sincerely, 
Gosia Bowling 
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Dr Gillian Rayner 
School of Nursing, Midwifery, Social Work & Social Sciences 
Room MS3.12 
Mary Seacole Building 
University of Salford 
M6 6PU 
T +44 (0) 161 295 7293  
G.Rayner@salford.ac.uk 
www.salford.ac.uk 
28th  February 2017 
RE: The effects of Compassionate Mind Training on students undertaking a 
Cognitive Behavioural Psychotherapy training programme. 
I am writing to confirm that Elaine Beaumont provided a large contribution to the 
design, organisation and data collection for this study. Elaine completed the 
methodology, literature review, conducted the data analysis and statistical 
interpretation in this paper. Elaine led the writing of this manuscript and the 
submission process. She provided CMT workshops for the students using exercises 
from the Compassionate Mind Workbook. I, Dr Gillian Rayner led the research and 
programme team to co-design the project, then led the co-design of the student 
training sessions and data collection. I provided and designed some of the student 
sessions. I then contributed to the writing of the paper (15-20%). 
Yours Sincerely, 
                                              Dr Gillian Rayner 
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RE: The effects of Compassionate Mind Training on student psychotherapists. 
I am writing to confirm that Elaine Beaumont contributed to the design of the study 
and data collection. Elaine provided CMT workshops for the students and completed 
the methodology, data analysis and statistical interpretation. Elaine led the writing of 
the manuscript and led the submission process. I, Mark Durkin commented on drafts 
of the paper and contributed to the statistical analysis. My contribution to the project 
was five-ten percent.  I confirm Elaine's seventy percent contribution to the project.
Yours Sincerely, 
Mark Durkin
University of Bolton
25/1/2017
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From: Jenkins Peter 
Sent: 19 April 2010 09:48 
To: Beaumont Elaine A 
Subject: FW: Application for Ethical Approval 
Dear Elaine, 
Very good news! It is rare to get approval on your first attempt, so this is to your credit. 
Yours, 
Peter 
From: Wolstenholme Clare L 
Sent: 16 April 2010 14:44 
To: Beaumont Elaine (E.Beaumont) PGT 
Cc: Jenkins Peter 
Subject: Application for Ethical Approval 
Dear Elaine 
Research project: A comparative study exploring therapy outcome measures of 2 groups: 1 group 
receiving cognitive behaviour therapy following a traumatic incident and 1 group receiving cognitive 
behaviour therapy and compassionate mind training following a traumatic incident. 
Thank you for submitting an application for ethical approval. The decision from the Ethics Committee 
was to approve your application. 
You may now continue with your project. 
Kind regards 
Clare Wolstenholme 
Faculty Administrative Assistant 
Faculty of Health & Social Care 
T: 0161 295 2129 
E: c. l.wolstenholme@salford.ac.uk 
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university of 
Salford 
MANCHESTER 
Dear Sue, 
Research, Innovation and 
Academic Engagement Ethical 
Approval Panel 
College of Health & Social Care 
AD 101 Allerton Building 
University of Salford 
M66PU 
T +44(0)161 295 2280 
HSresearch@salford.ac.uk 
www.salford.ac.uk/ 
14 May2015 
RE: ETHICS APPLICATION HSCR15/38 - The impact of N. Staffs Mind's Adult Counselling service on 
the mental health of their clients 
Based on the information you provided, I am pleased to inform you that application HSCRlS/38 has 
been approved. 
If there are any changes to the project and/ or its methodology, please inform the Panel as soon as 
possible. 
Yours sincerely, 
Sarah Starkey 
Engagement & Innovation Assistant 
60 
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17 February 2014 
Dear Elaine, 
RE: ETHICS APPLICATION HSCR14/01 – A study examining the outcome measures of a 3 day staff 
workshop on Compassionate Mind Training for health and social care professionals. Does the 
training increase self-compassion, self-reassurance and reduce self-criticism? 
Based on the information you provided, I am pleased to inform you that application HSCR14/01 has 
now been approved.  
If there are any changes to the project and/ or its methodology, please inform the Panel as soon as 
possible. 
Yours sincerely, 
Rachel Shuttleworth 
Rachel Shuttleworth 
College Support Officer (R&I) 
Research, Innovation and Academic 
Engagement Ethical Approval Panel 
College of Health & Social Care 
AD 101 Allerton Building 
University of Salford 
M6 6PU  
T +44(0)161 295 7016 
r.shuttleworth@salford.ac.uk
www.salford.ac.uk/ 
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University of Salford, 
Manchester. 
Dear Colleagues, 
University 
of Bolton 
. 29th March 2016. 
RE: Research Project, "Practice what you preach: investigating factors that lead 
to more compassionate care among health care staff." 
I am pleased to confirm that this project received ethical approval from the Psychology Department at 
the University of Bolton in February 2014. All proposals are vetted by two qualified psychologists and 
are then scrutinized by the Departmental lead for Ethics, in this case Dr Sharon Xuereb. The project was 
conducted by Mark Durkin and Elaine Beaumont supervised by myself and Professor CJ Hollins-Martin. 
It was our hope that this project would lead to active collaboration between the Universities of Bolton 
and Salford and I am delighted to confirm that this is what has transpired. I look forward to further 
joint work between our organisations. 
Yours sincerely, 
j 
\ '·' 
Jerome Carson, BA (Hons), MSc., PhD, C.Psychol 
Professor of Psychology. 
��. · ...'. 
University of Bolton 
Deane Road 
Bolton 
BL3 SAB 
Telephone: 
+44 (0) 1204 900600
Fax:
+44 (0) 1204 399074
Website: 
www.bolton.ac.uk 
Vice Chancellor: Dr G.E. Holmes 
r°'\ INVESTORS
�-J IN PEOPLE 
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22 January 2014 
Dear Gillian, 
RE: ETHICS APPLICATION HSCR13/62 – The effects of compassionate mind training on a cognitive 
behavioural psychotherapy training programme 
Based on the information you provided, I am pleased to inform you that application HSCR13/62 has 
now been approved.  
If there are any changes to the project and/ or its methodology, please inform the Panel as soon as 
possible. 
Yours sincerely, 
Rachel Shuttleworth 
Rachel Shuttleworth 
College Support Officer (R&I) 
Research, Innovation and Academic 
Engagement Ethical Approval Panel 
College of Health & Social Care 
AD 101 Allerton Building 
University of Salford 
M6 6PU  
T +44(0)161 295 7016 
r.shuttleworth@salford.ac.uk
www.salford.ac.uk/ 
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24 November 2014 
Dear Gillian, 
RE: REQUEST TO AMEND ETHICS APPLICATION HSCR13/62 – The effects of compassionate mind 
training on a cognitive behavioural psychotherapy training programme 
Following your request submitted to the Panel to amend this previously approved ethics application, 
based on the information you provided I am pleased to inform you that this has now been approved. 
If there are any changes to the project and/ or its methodology, please inform the Panel as soon as 
possible. 
Yours sincerely, 
Rachel Shuttleworth 
Rachel Shuttleworth 
College Support Officer (R&I) 
Research, Innovation and Academic 
Engagement Ethical Approval Panel 
College of Health & Social Care 
AD 101 Allerton Building 
University of Salford 
M6 6PU  
T +44(0)161 295 7016 
r.shuttleworth@salford.ac.uk
www.salford.ac.uk/ 
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2 September 2016 
Dear Elaine, 
RE: ETHICS APPLICATION HSCR 16-79 – Does Compassionate Mind Training (CMT) increase levels of 
self-compassion, compassion for others, professional quality of life, well-being and reduce levels of 
self-criticism in a sample of healthcare students? 
Based on the information you provided, I am pleased to inform you that application HSCR16-79 has 
been approved.  
If there are any changes to the project and/ or its methodology, please inform the Panel as soon as 
possible by contacting Health-ResearchEthics@salford.ac.uk  
Yours sincerely, 
Sue McAndrew 
Chair of the Research Ethics Panel  
Research, Innovation and Academic 
Engagement Ethical Approval Panel 
Research Centres Support Team 
G0.3 Joule House 
University of Salford 
M5 4WT 
T +44(0)161 295 2280 
www.salford.ac.uk/ 
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Appendix 5 
Greater Manchester Fire and Rescue 
Service approval 
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Y ~u I' Reference. 
Our Refe.rence 
Contact 
TJA/OHWA/POD 
Mrs Tracey Akturan 
0161 608 4247 
Akturant@manoheste-rtire.gov ,uk 
Elaine Beaumont 
Beaumont Psychotherapy 
The Worsley Centre for Psychotherapy & Counselling 
50 Bridgewater Road 
Worsley 
M283AE 
Date- 06 April 2010 
Dear Elaine, 
GREATER MANCHESTEll 
FIRE AND RESCUE SERVICE. 
Co1,11"1i;y FTreOfllcer &Chlet&ecutiw, 
~tev~ McGulrk, CBE, QFSM, DL. 
MA 8A(Hons}, BSc, F~SA .. Fl FireE 
Gtea.lef'~rn ao:i ~ 
~ 
146 Bdtm Road 
Swnbi 
Mard'mer M27 BUS 
T~0161 7365866 
Fm:01617431ffl 
WWW,rM' dlmlh.~.IJt; 
l refer to your reaer1t aomml,lnication regarding your research relating to Cognitive 
Behaviour Therapy, Eye Movement, Desensitisation and Repr,oces.sing and 
Compassionate Mind Training and can confirm that we are happy for you to proceed. I can 
confirm that Greater Manchester Fire a11d Rescue Seivice are happy for you to continue 
providing each individual referred for therapy gives consent to take part in the research. 
Yours S1ncerely 
Tracey Akturan 
Occupational Health & Wellbeing Advisor 
People and Organisation Development 
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Appendix 6 
THE COMPASSIONATE MIND WORKBOOK:  
A Step-by-Step Guide to Developing your 
Compassionate Self
Dr Chris Irons and Elaine Beaumont
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CONTENTS 
SECTION I: – WHY WE NEED COMPASSION 
Chapter 1: We have tricky brains 
Chapter 2: We are shaped by our circumstances 
Chapter 3: Our emotion systems 
Chapter 4: Understanding ourselves  
SECTION II:  UNDERSTANDING COMPASSION 
Chapter 5: What is compassion  
Chapter 6: The different flows of compassion 
Chapter 7: Why compassion can be difficult for us 
SECTION III: DEVELOPING THE FOUNDATIONS OF OUR COMPASSIONATE 
MIND 
Chapter 8: Attention and Mindfulness 
Chapter 9: Building the Soothing System I – Body and Breathing  
Chapter 10: Building the soothing System II – Imagery 
Chapter 11: Building the Drive System 
SECTION IV:  DEVELOPING OUR COMPASSIONATE MIND  
Chapter 12: Developing our Compassionate Mind – Creating your Ideal 
Compassionate Self 
Chapter 13: Developing our Compassionate Mind – Creating your Ideal 
Compassionate Other 
Chapter 14: Developing our Compassionate Team 
SECTION V: DIRECTING OUR COMPASSIONATE MIND - COMPASSION AS 
FLOW 
Chapter 15: Directing your Compassionate Mind - Compassion from Self to Others 
Chapter 16: Directing your Compassionate Mind - Experiencing compassion from 
others  
Chapter 17 Directing your Compassionate Mind - Self-Compassion 
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SECTION VI:  DEVELOPING THE SKILLS OF OUR COMPASSIONATE MIND 
Chapter 18: Putting our Compassionate Mind to Work – Attention 
Chapter 19: Putting our Compassionate Mind to Work – Thinking 
Chapter 20: Putting our Compassionate Mind to Work – Emotion 
Chapter 21: Putting our Compassionate Mind to Work – Behaviour 
Chapter 22: Compassionate Letter Writing – Bringing together the skills of our 
compassionate mind 
SECTION VII:  PUTTING OUR COMPASSIONATE MIND TO WORK WITH 
COMMON DIFFICULTIES  
Chapter 23: Bringing our compassionate mind to shame and self-criticism 
Chapter 24: Compassion for our different parts 
Chapter 25: Working with fears, blocks and resistances to compassion 
SECTION VIII: SUSTAINING OUR COMPASSIONATE MIND 
Chapter 26: Looking forward - Sustaining our Compassionate Mind 
RESOURCES 
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Appendix 7 
Example 
questionnaires
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Experience of Compassionate Mind Interventions 
We are interested in how helpful students have found compassionate mind 
exercises. Below are a series of exercises that you may have explored whilst 
doing your CBT training. We would be very interested in your view of how 
helpful the exercises were and how much you use them in your everyday life. 
Please read each statement carefully and circle the number that best 
describes how you feel in the contexts below. 
How helpful were the exercises 
Please use the following scale for your ratings: 
Not at all 
helpful 
0 
Somewhat 
helpful 
1 
Moderately 
helpful 
2 
Very helpful 
3 
Extremely 
helpful 
4 
1. I found training my mind to be compassionate helpful 0 1 2 3 4 
2. Learning about the three circles model was helpful 0 1 2 3 4 
3. Learning about the skills (compassionate attention,
thinking, behaviour, feeling) of compassion helped me
0 1 2 3 4 
4. I found using the practise diaries helped me 0 1 2 3 4 
5. Learning that our thoughts and images affect our
mind and brain was helpful
0 1 2 3 4 
6. Learning about my ‘internal bully’ was helpful 0 1 2 3 4 
7. Showing compassion to my ‘inner critic’ was helpful 0 1 2 3 4 
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8.  I found working with my anxious self helped me  
 
   0 1 2 3 4 
9. Using Mindfulness was helpful 
 
   0 1 2 3 4 
10.  Imagining kindness and compassion flowing from 
me to others was helpful 
11.  I found the imagery  exercises helpful                                                                                    
12. I found using the safe place exercise helpful 
13. Engaging in soothing rhythm breathing was helpful   
14.  The body scan and relaxation exercises were 
helpful 
15.  I found compassionate letter writing helpful  
16.  I found keeping a compassionate reflective log 
helpful 
17.  I found remembering experiences where I felt 
gratitude and joy helpful 
18. Building a compassionate (ideal) image helped me 
19. Learning about compassion focused thought 
balancing helped me 
20.  I found creating a sense of being a compassionate 
person helpful (may you be well, may you be happy, 
may you be free from suffering exercises) 
21. I found doing acts of kindness for other people 
helped me 
22. I found doing acts of kindness for myself helped me 
23. Compassionate flashcards helped me 
24. Compassion in the mirror exercises helped me 
25.  My internal compassionate CBT coach helped me 
26.  The Compassionate ladder exercise helped me 
   0 
 
 
0
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How much do you use the CMT exercises in your everyday life? 
Please use the following scale for your ratings: 
1. Soothing rhythm breathing 0 1 2 3 4 
2. Mindfulness exercises (e.g., mindful labelling) 0 1 2 3 4 
3. The body scan and/or safe place exercises 0 1 2 3 4 
4. Your ideal compassionate other 0 1 2 3 4 
5. Compassion as a flow exercises/directing your
compassionate mind 
0 1 2 3 4 
6. Compassionate actions (e.g. acts of kindness for
myself/other people) 
0 1 2 3 4 
7. Compassionate colour/object/picture 0 1 2 3 4 
8. Compassion focused imagery 0 1 2 3 4 
9. Compassionate thought balancing/diaries 0 1 2 3 4 
10. Compassionate flash cards
11. Compassion in the mirror
0 
0 
1 
1 
2 
2 
3 
3 
4 
4 
27. The compassionate planning log (PDA log) helped
me 
0 1 2 3 4 
Not at all 
0 
Occasionally 
1  
Often 
2 
A few times a 
week 
          3 
Every day 
4 
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12. Acting skills to develop your compassionate self
13. An internal compassionate CBT coach
14. Showing compassion to your inner critic
15. Compassionate ladder exercise
16. Compassionate planning log (PDA log)
17. Compassionate letter writing
0 
0 
0 
0 
0 
0 
1 
1 
1 
1 
1 
1 
2 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
4 
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